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The Claims of the 
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a high capacity for retaining both the pyridine bases and 
non-volatile bodies, which undoubtedly form the principal 
source of throat irritation. 


ul. Unfiltered smoke is as dangerous as unfiltered water 
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purifies tobacco smoke from harmful irritant and acrid 
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advantage to be gained from the filter-tip 
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effects on the pharynx, larynx or general health, traceable 
either directly or indirectly to the irritants and acrids in 
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v. They constitute the only safe form of smoking for 
those predisposed to, or suffering from, pharyngitis, 
laryngitis, or any form of bronchial or respiratory affec- 
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to tobacco tar. 





Magnified view of cellulose fibre (contained in the 
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A Selection from many 
Authoritative Endorsements 


The aim of this ingenious filter is to trap the irritating 
pyridine derivatives and other non-volatile bodies, while 
permitting free passage of the agreeable volatile 
constituents of tobacco smoke. 


The British Medical Journal, April 18th, 1931. p. 692. 


A filter-tip must not only be efficient as a filter to 
irritating and noxious products, but must not affect the 
flavour . . . pyridine, the most offensive constituent of 
tobacco smoke, and other non-volatile irritant substances 
are retained by the ingenious filter-tip which is used in 
du Maurier cigarettes. From a personal trial we can 
testify to the pleasant flavour and aroma and to the distinct 
lack of irritation experienced in smoking these cigarettes. 


The Practitioner, May, 1931. p. 584. 


We have tested these cigarettes and find them to be 
cooler and less irritating to the mucous membrane than 
ordinary cigarettes of good quality without the filter-tip. 

The filter-tip . . . retains bodies which are generally held 
to be the principal cause of throat irritation. Additional 
advantages of the filter-tip comprise protection of the lips, 
teeth and fingers from unsightly stain, and prevention of 
fragments of tobacco from getting into the mouth. 

The du Maurier cigarettes may be regarded in every way 
as satisfactory, and they constitute a distinct and hygienic 
advance in the marketing of cigarettes. 


The Lancet, January 24th, 1931. p. 194. 
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ut we would prefer you to buy them from your tobacconist. 


ll Peter Jackson (Tobacco Manufacturer) Ltd. 








THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 


PHYSIOLOGY, CHEMISTRY, PHARMACOLOGY, 


PUBLIC HEALTH, AND NEWS. 











No. 5623. LONDON, SATURDAY, JUNE 6, 1931. CCXX. 
THE WHOLE OF THE LITERARY MATTER IN THE LANCET IS COPYRIGHT. 
ADDRESSES AND REVIEWS AND NOTICES OF SPECIAL ARTICLES. CORRESPONDENCE. 
ORIGINAL ARTICLES. BOOKS. Patients’ Waking Hours Adequate Treatment of 
on , ? y ar Syphilis (Col. L. W. 
The Neurology of Old La collapsotherapie de la in London Voluntary ype . ‘ 
Age. By MacponaLp tuberculose pulmonaire. ene. Report by re — 7 Rg ny 1265 
CRITCHLEY, — F.R.C.P. By Michel Leon-Kind- Subcommittee of King The Clean Milk Problem _ 
Lect. I1.—(IUustrated) 1221 . berg . . 1245 Edward's Hospital Fund ithe Wailtinan €2. Slnwaan) 1267 
"Etude sur le traitement de _ for London .......... 255 . (Dr, William G. Savage) 126% 
The Pathology and tio- la tuberculose pulmon- General Medical Council. Aplastic Anemia (Dr. _ 
logy of Brain Abscess. President's Address: Arthur F. Hurst)...... 1267 
B Ww u E aire chronique basé sur Reci ‘al Relati Apparatus for Artificial 
\ Tn IAM VANS, de nouvelles recherches veciprocal relations. ”  Beawiuatt (Dr 
M.R.C-} -—({To be con- 1231 cliniques et expérimen- Am mee op - ape - a ion % 1267 
EDs 6asetusenesde 23 tiona ‘urriculum. el 6 nies 
oe 42 . ) cS. x - i 
a nail oe Dr. C. M. 1245 Overseas Students. Health Education (Sir ce 
Surgical Treatment of Operative stetrics on . Committee Work. Arthur Stanley) ...... 1268 
D ienal Ulee , Jperative Obstetrics on 
uodena cer. } By the Manikin. By C. B Proposed Enlargement Sy philis and Yaws (Capt. 
reC C - A. PANNETT, sens Reed, M.D. 2 iy g 34 1245 of the Council... . 1260 s. Butler, Col. 126 
: pen rrr : een 235 Dise an w Of the Tongue. —! Royal Austra: E. Tytler Burke) . 26 
sivided Dosage in Radium sy ~ = Spencer, salied A 4 
Therapy. By ALBERT F.R.C.S., and S. Cade, Surgeons.—The Mater- THE SERVICES. 
Eipinow, M.B., and Via,  stawewnyes s 1246 nity Allowance. se veees 1256 Royal Naval Medical 
7,0. Morrman, M.B.— The Rosas in Our Midst. ae Jl pe et a Royal ormy 
FURMMIAEEE) o 05 csccves 23¢ G. ¢ oe sll ae Medical Corps.—Roya 
sii : ‘ Bi Pp , + a eee a, 1246 Prosecution for Artificial Air ‘ Rha Indian 
= Die klinische und rént- te Deafness 1257 Medical Service ....... 1260 
CLINICAL AND LABORATORY Sur vice Lanzenkeanhen Hughlings Jackson 
NOTES. By Dr. Hans. Philippi 1246 ,,Memorial Fund ...... pore) ee 
. A Treatise on Light. By The Birthday Honours .. 1269 Society of Apothecaries | _ 
Coexistence of Arthritic ” _ - Houston D.Sc. 1246 iaeiete of London ...... : 70 
and Alimentary Forms ae ; a = Motor Accident Fees at . 
of Purpura. By G. Eri — PUBLIC HEALTH SERVICES . Macclesfield array toe 1230 
Lewis, M.R.C.P., and A Year of Health in Scot- tnlargement of Wallasey 
G, H. MacnasB, M.B. 1238 LEADING ARTICLES. land : Maternity and Cottage Hospital soo Baoe 
Silicosisin a Grave-Di PHYSICAL TREATMENT Child Welfare ........ 1258 Jewish Maternity Hos- 
By P, WY oare w moet. CLINICS 2... e ee eeees 1247 Accommodation in Public pital, Whitechapel.... 1230 
- SDWARDS, _. ian hacieieinia Mental Hospitals East End Maternity Hosp. 1254 
RRR as paket i 1238 A DRUG WHICH PREVENTS <somts spitais. rout be Sheffield... 1257 
eee 7 DEOEABBA ..cccccaccce 2248 Warning by the Board University of Sheffield... 125: 
» _ : : CECE stecccrsusye 1259 Guy's Hospital: Annual on 
PROTECTION AGAINST Dts- Infectious Disease in Report for 1930...... 1260 
MEDICAL SOCIETIES. SE Ste weeass ens 1249 England and Wales.... 1259 ~ pee Cripples’ Hos- 1261 
a PITAL nc ceseeesevess 26 
toyal Society of Medicine. Society of Medical Officers 
Section of Therapeutics ANNOTATIONS. OBITUARY, -% See 1270 
— Pharmacology. The Dance of Death.... 1250 Sir. Herbert Waterhouse, Hunterian Soc. of London 1270) 
Action of Avertin on the »gaq The Birthday Honours... 1249 F.R.C.S.—(With  por- Local Government Medical | _ 
SE sataeenumede aus 1239 Vivian Poore Memorial 1250 GU duck eu dese aa 1262 Officers .......-++,-++ 1270 
The Inter-State Post- The Common Cold and Henry John Blakesley, Australian and New Zea- 
Gyedente Assembly of the Weather ........ 1250 p a ‘wa eres's Giaionns 1263 ~~ > > err =i 
North America. Preoperative Investiga- ro illiam o inson SD SMEMNE «+--+ +> 97 
Cancer of the Rectum 1240 tioms ................ 1251 Halliburton, F.R.« eee _— ‘att we 5370 
j — Anat r .ing’s College F.R.S.—(With portraii) 1263 Central Association or 4 
madioo-taget re e me ened ae wp m 1251 ne amie "Mental Welfare ...... 1271 
angerous Drugs...... 1241 Medicinein Russia ...... 1251 London Clinical Society... 127 4 
Medical Women’s Federa- Streaks in the Fundus PARLIAMENTARY INTELLI- 
tion.—The Voluntary SE ven Ais aes cae cs 1252 GENCE, NOTES, COMMENTS, AND 
Mental Patient........ 1243 Benign Stricture of the Notes on Current Topics : ABSTRACTS. 
a ‘s 959 » se i > ia- s ‘ 
U Ma Year Book. cake | “pape yk wena 1279 The National Council for 1272 
« . oe eo 2 04606 : “ee eeeee «fi Mental Hygiene LS 27 2 
errr 253 House of Commons : 27 
NEW INVENTIONS. The Poison of Tick Butter and Public An Impostor .........- —_e 
A Pneumothorax Appara- EE ae 1253 Health Regulations. - 
tus. By A. CLAUDE M. An Almoner’s Department 1253 Mortality Ages in Motions THONG «<6 cecese 1271 
ELMAN, M.R.C.P., and To Book Lovers ........ 1254 British India. Appointments .........-. 1271 
H. CAMERON-WRIGHT, Treatment for Car- Medical and _ Public Births, Marriages, Deaths 1271 
B.C ([llustrated)... 1244 RG TT ea ee 254 Health Servicesin India 1270 Vacancies ...........+. 1274 














THE LONDON AND COUNTIES MEDICAL PROTECT 10N SOCIETY LIMITED 


(FOUNDED 1892) 


Registered Office : VICTORY HOUSE, LEICESTER SQUARE, W.C.2. 
Telegrams: “‘ MEDICAVERO, WESTRAND, LONDON.” 


President : Sir JOHN ROSE BRADFORD, Bart., K.C.M.G., C.B 
Treasurer and Chairman of Council : 


Fund : 
Rt. Hon. LORD DAWSON, P.C., G.C.V.O., K.C.B., M.D., P.R.C.P. 8S 








C.’M. FEGEN, 


, C.B.E., M.D. 
M.R.C.S., L.R.C 


Trustees for the Reserve 


Telephone: GERRARD 4814, 


, F.R.C.P., F.R.S. 
-P., D.P.H. 


HN ROSE BRADFORD, Bart., 


ir JO 
K.C.M.G., C.B*, C.B. E., M.D., F.R.C. P., F.R.S. Sir HARRY BALDWIN, C.V.O., M.R.C.S., L.D.S. 


The Society was founded for the Spowtes p 





urposes : To —— support, and safeguard the character and interests of 


legally qualified Medical and Dental Prostitionane ; to advise and assist Members of the Society in matters affecting their 
professional character and interests ; and to indemnify them in regard to actions, etc., undertaken on their behalf. 
SUBSCRIPTIONS :—There is an entrance fee of 10s., and an Annual Subscription of £1. 


The Invested Funds of the Society exceed £47 ,500. 


The Society is fully insured to an unlimited extent against all adverse 


costs and damages which may be awarded against Members in any action which the Society undertakes on their behalf. 
Forms of application for Membership and full particulars may be obtained from the Secretaries at the above address, 








THE LANCET, ]} THE LANCET GENERAL ADVERTISER [JUNE 6, 1931 





THE MUSEUM GALLERIES 


7, HAYMARKET, LONDON, S.W.1 








Two superb engravings in 
MEZZOTINT by Arthur Hogg. 
In COLOUR faithful interpretations 
of the originals by Gabriel Metsu. 
Signed Artist’s Proof state only. 
Each impression is on hand-made 
linen paper with its own registered 
number in the water-mark. 








THE LETTER WRITER 


” 


Size 204” If) 


Other famous Dutch masterpieces engraved 
by Arthur Hogg, a few of which are still 
available, are 
THE DUET 
SLEEPING SPORTSMAN 
By Metsu 
THE LUTE PLAYER 
By Jan Steen 
LAUGHING CAVALIER 
By Frans Hals 











Edition strictly limited 4 plates destroyed on com- 
THE LETTER READER pletion. An illustrated prospectus of the Dutch School 
Size 20}” x 16” of Engravings will be sent to you, free, on application. 





STUDIOS: 53, SHORT’S GARDENS, DRURY LANE, LONDON, W.C.2 
Telephone: Temple Bar 3932 ‘ Telegrams; Museumgal 


To The Museum Galleries, (Tue Lancet, 6/6/31) 
Gentlemen, 


Please supply me with an illustrated prospectus of the Dutch School of Engravings. 


Name 


Address 











THE LANCET, ] 


ADDRESSES AND ORIGINAL ARTICLES 


THE NEUROLOGY OF OLD AGE.* 
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LECTURE Il. 
Clinical Manifestations in Old Age. 


In this lecture I propose to discuss the neurological 
symptoms and signs which are commonly encountered 
in aged subjects. The problem at once arises whether 
distinction can be made between what is ‘ normal ” 
and what is ‘“‘ pathological” in old age. At either 
extreme the differentiation is obvious, and a contrast 
is striking between a vigorous and active old man 
and the bedridden and decrepit senile patient. The 
intermediate stages are extremely difficult to evaluate, 
however. 

Létienne was bold enough to attempt a definition 
between senescence or healthy old age and senility ; 
he states that in the former there are modifications 
in the organism which must not be looked upon as 
disorders, while in the latter there are actual altera- 
tions or lesions. Therapy is impossible in the one, 
he says, but possible in the other. 

The inadequacy of this proposed definition is 
obvious, and I believe that no useful purpose is served 
by setting up artificial distinctions between the two 
states. I propose to confine my attention to the 
clinical manifestations in such aged individuals as 
are commonly seen in medical practice either in their 
homes or in the large special institutions. 

There remains the problem of selection; which 
signs and symptoms shall be included in this discussion 
and which omitted ? Bearing in mind Hippocrates’s 
dictum that “old persons have fewer diseases than 
the young, but chronic diseases never leave them ”’ 
—I have decided to concentrate on the former group. 
I propose, therefore, to omit (1) the ordinary nervous 
diseases of mankind which may happen to occur in 
old people, and (2) the commoner cerebrovascular 
syndromes, such as hemiplegia, aphasia, and the like. 

There will remain for discussion (1) those minor 
alterations in neurological signs which are typical 
of old age, and (2) certain rare syndromes which 
belong more or less exclusively to the senium. 

These two classes can most conveniently be 
described under various neurophysiological systems. 


Sensation. 


It is a common observation that in old age there 
may be a general diminution in the acuity of 
perception both as regards the special senses 
and also in respect of visceral and cutaneous sensa- 
tion. 150 years ago Buffon wrote that in old 
age ... ‘‘the head shakes, the hands tremble, the 
legs totter, the sensibility of all the nerves decreases, 
and every sense is blunted.’’ Rolleston points out 
how often severe thoracic or abdominal disease exists 
in the aged without pain; an extensive pneumonia 
or peritonitis can be entirely unsuspected; gall- 
stones and renal caleuli may be passed without the 
ordinary colic. Dr. Earl has informed me that minor 
surgical operations and dental extractions can be 


* The Goulstonian Lectures delivered before the Royal 
College of Physicians of London on March 10th, 12th, and 17th 
respectively. Lecture I. appeared on May 23rd, 
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carried out with but little pain and discomfort. The 
catastrophe of coronary thrombosis can take place 
with none of the agonising symptoms found in 
younger individuals. 

On the other hand, subjective sensory complaints 
are relatively common among the aged. Thus stab- 


bing, darting, or aching pains may be described 
particularly in the lower limbs. Neuralgias are 
common, and the intractable symptoms of tic 


douloureux and post-herpetic neuralgia are charac- 
teristic of old age. Dysesthesiw of various types are 
also frequent, again especially in the legs. Thus 
sensations of burning heat or “ bursting feelings ”’ 
are not rare, and at times numbness, tingling, formi- 
cation, pins and needles, are described.*® Geist 
referred to painful cramps in the legs provoked by 
movement under the term ‘“‘ myotalgia senilis.”’ 

Accurate objective study of the acuity of cutaneous 
sensibility is usually difficult, and may be impossible 
on account of the relative mental inaccessibility of 
the patient. Experience of a large series of cases, 
however, teaches that marked and widespread changes 
may occur. 

The outstanding and perhaps the earliest alteration 
is seen in respect of vibratory sensibility. There is, 
with advancing years, a progressive impairment of 
this form of sensation, leading eventually to a total 
loss. This is demonstrable first at the extremities 
of the limbs. Thus vibratory sense may be impaired 
at the fingers and toes only; later it is lost at the 
wrists and ankles, though still present proximally. 

Dr. Earl, at Tooting Bec Asylum, has found a loss 
of vibratory sense in 20 out of 49 consecutive patients 
in whom adequate coédperation was possible. In 
Philadelphia, Pearson *! has examined the sensitivity 
of individuals of all ages to vibration, and has found 
that decade by decade there is a slight decrease in 
the sensibility over the lower extremities which 
becomes striking after 50 years. Many of his older 
patients had lost vibratory sense altogether. 

It is highly probable that postural sensibility is 
also affected, though less frequently and to a less 
obvious degree. Unfortunately, the difficulties of 
obtaining an adequate coéperation are such as to 
preclude a statistical study. 

Appreciation of tactile and painful stimuli is also 
impaired or even lost in a number of very aged 
individuals, though this defect is certainly less common 
than disorders of deep sensation. When present it is 
almost always found over a characteristic distribution 
—namely, over the hands and distal portions of the 
arms, and over the feet and distal portions of the legs. 
There is no sharp demarcation between normal and 
impaired sensibility, one area merging gradually into 
the other. 

It is difficult to determine what degree of perception 
exists when stimuli are applied to the ‘‘ normal” or 
proximal areas. Here again the inaccessibility raises 
insuperable obstacles. However, it would appear, 
from the common failure of emotional facial move- 
ments and gesture and the lack of protest when 
moderately strong stimuli are applied, that in many 
cases there is a relative rise in the threshold of pain 
sensibility, though not of cold. 

This progressive impairment of common sensibility 
in old age is probably due to changes at all levels of 
the nervous system. It is likely that loss of postural 
and vibratory sensation can be attributed to degenera- 
tion in the long ascending tracts within the spinal 
cord. The common distribution of impaired touch 
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and pain sensation suggests changes in the peripheral 
nerves, probably in the nature of senile or arterio- 
sclerotic polyneuritis (Oppenheim, Franceschi). It 
is possible, too, that atrophic and sclerosing alterations 
in the skin, subcutaneous tissue, and muscles may 
interfere with the sensitivity of the sensory nerve- 
endings. Finally, cerebral—and particularly cortical— 
changes may interfere with the complete and prompt 
recognition of proprio- and noci-ceptive impulses, 
resulting in a general elevation of the pain threshold, 
or even an indifference towards such stimuli. 


VISION AND THE VISUAL APPARATUS. 


Progressive impairment of visual acuity is, of 
course, characteristic of advancing age, if we except 
for a moment those cases of myopia which improve 
as the years pass. 

Warthin,®? indeed, describes the three cardinal 
signs of senescence as sexual neurasthenia, chronic 
fatigue, and presbyopia. Quite apart from the results 
of disordered elasticity of the lens, other pathological 
changes may appear and further interfere with vision. 
Thus senile atrophy of the optic nerve (v. Stief),% 
senile choroiditis, opacities within the cornea and 
media, retinal arterio-sclerosis, and arterio-sclerotic 
retinitis may contribute to the general defect of 
function. 

Another type of visual disorder occasionally seen 
in aged dements has been described by Pick ® % as 

‘senile apperception.” Here we have a _ visuo- 
psychical defect belonging to the category of object- 
agnosia. It comprises an inability to recognise the 
nature of surrounding objects, although the patient 
can see and often describe them. The article is 
immediately recognised as soon as some other sense 
channel is stimulated. For example, one of Pick’s 
patients was unable to recognise a burning candle 
until it was brought so near that the flame scorched 
her. A lemon or an onion was unrecognised until she 
smelled it. In Macdonald’s case ** the patient could 
not recognise a match; in the author’s own words 
... ‘‘the patient could describe the shape and size, 
criticise the odour of the fumes, show disgust at the 
taste of the phosphorus, repeat the word ‘ match,” 
spell it, tell that it was made of wood, withdraw 
from the heat and sight of the blaze, and yet 
declare that it was an unfamiliar object, that he had 
never seen anything like it, and, moreover, could 
neither describe its uses nor name it.’ A milder 
form of senile apperception comprises a difficulty in 
recognising the whole of an object, especially when 
of large size. Thus a patient may recognise his own 
thumb but be unable to point to his little finger ; 
shown a portrait, he may indicate the eyes but fail 
to point to the ears or mouth. This defect is best 
described as one of visual synthesis. The anatomical 
basis for such agnostic disorders lies in an atrophy, 
usually bilateral, of the occipital cortex. Many 
of the best examples are found in cases of senile 
dementia, but also in that presenile psychosis known 
as Pick’s circumscribed cortical atrophy. 

Numerous objective changes in the ocular 
mechanism occur in old age. We need mention only 
the more strictly ophthalmological features, such as 
epiphora, blepharospasm, arcus senilis. 

Alterations in the pupillary reactions are important. 
With advancing years there is a progressive sluggish- 
ness in the response of the pupils, both to light and 
on accommodation, and ultimately a condition of 
pupillary immobility may develop. At an intermediate 
stage the response to one form of stimulus—namely, 
to light—may suffer before that on accommodation, 
so that the Argyll Robertson phenomenon may be 
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demonstrable. According to Moébius,®? the pupils 
react sluggishly or not at all to acoustic and painful 
stimuli. 

The pupils are usually small in the elderly, and 
wide mydriasis scarcely ever occurs unless cataract 
is present. Mébius found high-grade miosis in 23 per 
cent. and small pupils in 71 per cent. of his series 
of senile patients, and he associates this phenomenon 
with the enophthalmos and narrowed palpebral 
fissure common in old age. 

The range of the ocular movements may show 
interesting changes; it is common, for example, 
for the inward movements of the eyeballs on converg- 
ence to become impaired and ultimately to be lost. 
Still more often one sees an absence or impairment 
of the conjugate movement of upward deviation of 
the eyeballs; lateral and downward movements 
rarely suffer. Nystagmus does not occur, except 
when focal lesions within the cerebellum happen to 
be present. 

HEARING, TASTE, AND SMELL. 

Deafness due to intercurrent disease of the middle 
ear is, of course, not uncommon, but even in the 
absence of gross aural disease some degree of impaired 
auditory acuity is frequent. This latter is charac- 
terised by a loss of hearing for whisper and for high 


tones, together with shortened bone conduction. 
Loss of audition for low tones appears later. 
Berberich ** describes an “‘arcus lipoides’’ of the 


drumhead analogous to the arcus senilis of the cornea. 

The faculties of taste and smell are probably less 
acute, for most very aged individuals are indifferent 
to the quality of what they eat, provided the quantity 
is adequate. A liking for pungent or piquant sub- 
stances is suggested by the frequent excessive use of 
condiments. The senile dement is usually without 
appreciation of flavour, and may eat filth and dirt 
without disgust. The appetite, however, does not 
suffer in the vast majority of cases. Indeed one of 
the characteristics of the centenarian is a voracious 
appetite which can be satisfied only by large and 
frequently repeated meals. 


Apart from exceptional instances, there is a 
characteristic diminution and loss of the sexual 
libido. 


Myotrophy. 

The entire musculature tends with advancing years 
to undergo involutional changes which are manifested 
as wasting. Probably the chief cause of this change 
is to be demonstrated in the general process of senile 
atrophy which shows itself in the muscles as elsewhere. 
Undoubtedly, however, other factors operate, and 
changes in the grey matter of the spinal cord, and 
also in the peripheral nerves, are contributory causes. 
Lastly, in individuals who have spent much time in 
athletic pursuits or have been engaged in hard manual 
labour, the factors of disuse and enforced inactivity 
participate. 

A progressive and extreme wasting of the muscles, 
advancing from one segment to another, and accom- 


panied by fibrillation and at times by signs of 
pyramidal disease, is a rare feature in senility. 


Oppenheim has spoken of such cases as instances of 
subacute and chronic anterior poliomyelitis. Two 
examples of this kind in patients of 66 and 67 respec- 
tively were described before this College by Michell 
Clarke in 1915. 

But, in addition to the general marasmus, more 
focal muscular atrophies are not infrequent in old age, 
and are probably associated with localised morbid 
changes in the neuraxis. Thus in some of the spinal 
forms of senile paraplegia, marked wasting, accom- 
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panied by fibrillation, may be visible in the paralysed 
limbs. Here there is an association with degeneration 
and atrophy of the corresponding anterior horn cells. 

A rarer type of focal atrophy is exemplified in 
wasting of the shoulder girdle, which may be associated 
with spasticity of pyramidal type in the lower 
extremities. Here a local lesion of the middle cervical 
cord is predictable, and has actually been demonstrated 
by D’Antona ®* in one case. 

Without doubt, however, the commonest site for a 
strictly localised atrophy is in the hands, an Aran- 
Duchenne type of atrophy, either unilateral or bilateral, 
being by no means rare. Dr. Earl has demonstrated 
it ten times in a series of 59 consecutive male patients 
over the age of 80 at Tooting Bec Mental Hospital. 
The atrophy shows itself particularly in the thenar 
eminence, but the hypothenar group and the interossei 
are also implicated. There results a claw-deformity, 
to which the later development of contractures and 
arthritis will produce more grotesque attitudes. 
The motor power in the hands is impaired, especially 
opposition of the thumb. Electrical tests may reveal 
a typical reaction of degeneration. Sensory changes 
do not occur as a rule. 

An accurate history is in most cases unobtainable, 

but the typical story is that of a slowly progressive 
affection of the hands, often preceded or accompanied 
by vague pains. There is no apoplectic onset to the 
disability in most cases. After reaching a certain 
intensity, the march of the disease stops and remains 
unchanged for an indefinite period. 
Several attempts have been made to explain this 
senile thenar atrophy.’ Marie and Foix !° des- 
cribed this wasting in a number of old people, some 
of whom were syphilitics. Post-mortem examination 
was obtainable in three, and a strictly localised 
atrophy was found in the anterior horns of the eighth 
cervical segments of the spinal cord with cicatricial 
replacement or small cavity formation. The authors 
proposed the title “‘ anterior tephromalacia ”’ for this 
pathological picture. 

Lhermitte has studied this syndrome with great 
care, first in conjunction with Nicolas,}° and later 
with de Massary.'°? In his second paper, he deter- 
mined that the maximum spinal change lay in two 
places—the dorso-lateral nucleus and the intermediary 
dorso-lateral nuclei in the sixth and seventh cervical 
segments. 

The explanation of the occurrence of such localised 
change is problematical. An abiotrophy of those 
particular neurones has been suggested; some 
authors have stressed the phylogenetic importance 
of the hand movements in man with their specialisa- 
tion in such acts as prehension, and have emphasised 
the frequency with which wasting of the small muscles 
occurs in nervous diseases. Lhermitte rightly dislikes 
speculation of this type, and suggests that an 
anatomical peculiarity of the arterial supply to that 
spinal area may account for its frequent affection. 

Arthritic muscular atrophies are frequent in old 
age, and are seen most typically in the interossei. 


“eé 


REFLEXES. 


From routine neurological examination of a large 
number of old people it becomes obvious that the 
state of the reflexes alters, and that the same inter- 
pretation of physical signs does not apply as in younger 
individuals. Thus, the tendon-jerks tend to become 
sluggish and are frequently lost. The ankle-jerk 
illustrates this point especially well; with advancing 
years this tendon reflex becomes more and more 
difficult to elicit and finally disappears. So frequently 
does this occur, in the absence of other neurological 
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manifestations, that one is driven to the conclusion 
that absence of the ankle-jerks in old age is without 


pathological significance. The supinator, biceps- and 
triceps-jerks also become sluggish, and may disappear, 
but not until after the loss of the ankle-jerks. Some- 
times the knee-jerk behaves in the same manner, 
but here again it does not disappear until long after 
the ankle-jerk has been unobtainable. 

Mobius }°°—who alone seems to have written on 
this subject—found the knee-jerks sluggish or absent 
in one-half of his senile patients. Much more rarely 
the tendon reflexes may be exaggerated ; this change 
is particularly uncommon in the case of the Achilles 
jerk. 

This ‘“‘normal’’ progressive sluggishness in the 
tendon responses is independent of local change in 
the fibro-muscular structures, but the jerks may also 
disappear from various mechanical causes. Severe 
and long-standing cases of paraplegia in flexion lead 
to widespread contractures which render the tendon 
responses unobtainable. Similarly, changes within 
and around the knee- and ankle-joints frequently 
prevent the elicitation of the appropriate tendon-jerk. 

The superficial reflexes also change in old age. 
Progressive difficulty in obtaining an abdominal 
response is, of course, well known, and indeed this 
change occurs at a relatively early date. The plantar 
response, however, usually persists as a characteristic 
flexor movement throughout adult life. At times, 
however, extension of the great toe occurs in old age 
in the absence of obvious disease of the pyramidal 
pathway. 

The well-known laxity of the urinary and rectal 
sphincters in old age probably depends upon weakness 
of the musculature concerned and not in a disorder 
of the nervous controlling mechanism. 


Extrapyramidal Manifestations. 


Among the commonest of the neurological manifes- 
tations of old age are those usually labelled extra- 
pyramidal motor disorders. Within that term are 
included the so-called amyostatic phenomena which, 
when occurring in complete form, constitute a variety 
of parkinsonism without tremor. 

So common indeed are these minor extrapyramidal 
signs that we are often inclined to overlook them 
in the so-called normal senium. But most of those 
numerous little signs and manifestations, the charac- 
teristic gestures, attitude, stance, and gait of the 
elderly which so obviously distinguish them from the 
youthful, are really manifestations of an extra- 
pyramidal order. So the actor, in assuming the role 
of an old man, actually imitates and adopts the 
various components of the parkinsonian symdrome. 

The truth of this statement is revealed by closer 
analysis of the individual factors. 

An attitude of general flexion is one of the charac- 
teristics of normal as well as of pathological old age. 
The head and neck are held craned forward, the 
upper limbs are bent at the elbows and wrists, while 
the hips and knees are flexed. In marked cases the 
degree of flexion may be extreme, and may recall 
examples of advanced paralysis agitans. When 
the patient lies in bed, one often sees the neck 80 
flexed that the head is held in the air on a so-called 
‘‘ psychical pillow.’ A flexion attitude of the hands 
is very common, and in extreme cases—particularly 
when joint changes are present—the fingers may be 
ankylosed into a tightly clenched fist (main en poing 
fermée) with the terminal phalanges either hyper- 
extended or else pressed tightly into the palms (main 
de fakir). 
Although we are no doubt safe 
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ascribing much of the flexion attitude to a defective 
function of the extrapyramidal motor system, we 
must not overlook other factors—mostly extraneural— 
which play a minor part. Thus senile atrophic 
changes in the vertebral column, and particularly 
in the intervertebral discs, will contribute to the 
bowed stance and the reduction in stature. Ankylosing 
affections of the ligaments and joints are often 
responsible for some of the fixity of the limbs in a 
position of partial flexion. Indeed, advanced cases 
of arthritis deformans and spondylose rhizomélique, 
resemble a parkinsonian syndrome so closely as to 
obscure the differential diagnosis. 

Rigidity is another common symptom in old 
people, especially those showing gross cerebrovascular 
degeneration. In typical cases this ‘“ arterio-sclerotic 
rigidity ’’ as Foerster'°* named it, consists in an 
uniform resistance to passive manipulations, more 
obvious in the extremities than in the trunk, in the 
proximal rather than the distal segments of the limbs, 
in the legs more than the arms (Critchley).1°> There 
is often a superadded hypertonus of a quasi-volitional 
nature due to the patient’s failure to relax as soon as 
his limbs are under examination. 

The clinical features of arterio-sclerotic rigidity 
are strikingly similar to those occurring in extra- 
pyramidal disease, but one hastens to add that 
changes at all levels of the nervous system, as well as 
in some extraneural structures, add to the sum-total 
of rigidity. Thus mental change, small pyramidal 
lesions, sclerosis of the muscles, intra- and _ peri- 
articular adhesions, all contribute in impeding passive 
manipulations. The extrapyramidal factor is, how- 
ever, the most important. 

An additional feature is demonstrable in some 
senile and arteriopathic cases, particularly where 
psychical changes are present. Thus the patient 
may allow his limb to be retained in whatever attitude 
it is placed even in antigravity positions. This 
symptom, known as catatonia or catalepsy, usually 
denotes a combination of extrapyramidal motor 
disease with some degree of dementia. 

A third characteristic motor sign of old age consists 
in a general poverty of movement. That is, the 
individual makes as few motions as possible, although 
he is not paralysed, and can execute any movement 
at command. The patient prefers not to exert him- 
self, as if the effort were too great. This relative 
immobility is exemplified in the impassive facial 
expression ;- in the infrequent blinking of the eyelids ; 
the statuesque attitude. When the elderly person 
wishes to look to the extreme left or right, the eyes 
move first, and the head, neck, and shoulders slowly 
follow all in one piece. The quick nervous gestures, 
movements of rhetoric, of expression, and emotional 
display are not seen, and in their stead is a certain 
poise or immobility. The elderly sit for long periods 
without changing their position, crossing their legs, 
fidgeting with their hands, or gazing around. 

The so-called ‘“‘ associated’’ movements under 
which we include with Wilson, the secondary move- 
ments, synergias, movements of coéperation, and the 
like, are not in abeyance as some writers have insisted, 
but are reduced in amplitude and rate. 

The final index of extrapyramidal disease is seen 
in the characteristic bradykinesis or slowness of 
movement; senile and parkinsonian patients alike 
move at a rate which strikes younger subjects as 
unduly slow. Automatic as well as volitional actions 
are affected, so that the passage of the fork to the 
mouth at meal-times, the movement of the jaws in 
chewing, are just as retarded as is the deliberate 
execution of a movement to command. 
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The foregoing components of extrapyramidal 
disease—namely, flexion attitude, rigidity, poverty 
of movement, and bradykinesis when present in 
some intensity—constitute a picture of parkinsonism. 
But it is probable that in some degree these manifes- 
tations are present in the majority of all senile 
patients, if we except those who show the more 
obvious signs of hyperkinesis or motor agitation. 

Under two distinct circumstances these amyostatic 
signs become so marked in the elderly as to betray 
themselves immediately. In the first place, arterial 
changes may dominate the clinical picture so that the 
senile individual may present the characteristics of 
arterio-sclerotic parkinsonism. Secondly, we may be 
dealing with a condition described by Jakob 1°* as 
“senile rigidity.” Here symptoms of an obvious 
parkinsonian type follow the development of the 
characteristic psychical traits of senile dementia. 
The pathological basis of Jakob’s disease comprises 
a widespread senile process affecting simultaneously 
the cortex and basal ganglia. 

The relationship of true paralysis agitans with the 
ageing brain is a problem which stands a little aside, 
but will be considered later. 


Hyperkinetic Manifestations. 


In contrast with the usual economy of movement in 
senility, symptoms of a hyperkinetic nature occupy 
a less important position. Under diverse conditions, 
however, involuntary movements may occur, differing 
widely in nature and complexity. They range from 
simple repetitive movements of the order of tremor 
to bizarre pseudo-volitional activities in certain 
demented patients. 

TREMOR. 

Senile tremor constitutes the commonest instance 
of hyperkinesis, although by no means often encoun- 
tered. Its occurrence in the elderly has been noted 
from the earliest times, by both laymen and physicians ; 
it is, indeed, one of the traditional stamps of old age. 
Despite its universal recognition, however, little 
study has been made either of its clinical features or 
of its pathogenesis. 

A regularly repeated alternate contraction of 
antagonistic muscle-groups, of small amplitude, 
constitutes the usual picture; there is some resem- 
blance to the tremor of parkinsonism. Its usual rate 
is about 100 beats per minute. The common sites 
for its occurrence are the head and lower jaw, the 
hands, and forearms. During the waking-state the 
tremor may be constantly present, unless the affected 
segment is supported. Thus a senile tremor of the 
head ceases when rested against a pillow. At other 
times the tremor may cease spontaneously for a time, 
to reappear quite suddenly a moment later. The 
tremor is exaggerated by fatigue and by emotional 
stress ; in some patients there is an apparent depend- 
ence upon the atmospheric conditions. Demange !°’ 
refers to a patient whose tremor was inhibited by the 
taking of food ; he was unable to commence a meal 
without assistance, but after taking a few mouthfuls 
the tremor improved so that he could finish his food 
alone. During sleep the tremor stops, but if the 
individual stirs in his sleep a tremulousness may be 
seen in the limbs. 

The effect of volitional activity upon the tremor is 
variable ; in the majority of cases the amplitude of 
the oscillations increases as soon as the limb is 
employed. 

When the head is affected the tremor may comprise 
a vertical or nodding movement (tremblement affir- 
matif) or a horizontal one (tremblement negatif). With 
the involvement of the mandible there is an appearance 
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as if the patient were constantly chewing. At times 
a senile tremor occurs in the tongue or in the face. 
In the latter case there is a curious persistent grimac- 
ing, especially of the lips; one of Demange’s patients 
was nicknamed on this account “old rabbit-face.”’ 
Articulation is characteristically altered in such cases 
80 as to produce a tremulous and punctuate type of 
speech. 

A senile type of tremor is extremely rarely confined 
to the legs, and I have seen only one case in which 
the possibility of such a diagnosis could arise. 

A man of 80 was admitted to the Hufeland Hospital, 
Berlin, under the care of Prof. Schuster, on account of tremor 
in the legs. This symptom had commenced gradually 
about five or six years before; it had shown itself first 
in the left leg, but later the opposite limb became affected, 
though never to the same extent. The tremor progressed 
slowly for a while, and then remained stationary for the 
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Two specimens of handwriting from patients with senile tremor. 
The tremulous and angular characters of the handwriting 
are well shown; note the absence of micrographia. 


post three years. Both legs are rigid, more especially the 
eft, and the gait is spastic. When he sits down the left 
leg is held out in an attitude of full extension, with hyper- 
extension of the great toe. The right knee- and ankle-jerks 
are barely obtainable; those of the left side are absent. 
Both plantar responses are of the flexor type. There is 
no gross abnormality in the arms or cranial nerves except 
for a rather lisping and imperfect articulation; no sensory 
changes are present. The tremor is confined to the legs, 
being more marked on the left side. It consists in coarse 
rotary movements of the whole limb, affecting mainly the 
thigh. The movements are greatly aggravated by both 
passive and active manipulations of the legs. 

There is a striking lack of disability from the 
presence of senile tremor in the early stages, and 
even in long-standing cases the motor power is 
surprisingly intact. Fine manipulations of the 
fingers, however, soon become impaired, and the 
handwriting becomes grossly affected. The tremulous 
and irregular character of the writing resembles that 
seen in paralysis agitans, but differs strikingly in the 
absence of the characteristic micrographia. 

Although senile tremor suggests at first sight the 
diagnosis of Parkinson’s disease, the absence of 
rigidity, as well as gross slowness and poverty of 
movement, is a point of distinction. Moreover, the 
march of the tremor may differ in the two conditions ; 
in paralysis agitans tremor appears in the hands 
before the head and jaw, whereas senile tremor may 
be seen first in the head and mandible, and remain 
localised for many years. The progression of 
symptoms is altogether quicker in paralysis agitans. 

In a striking proportion of cases there is a family 
history of a similar tremor appearing in or before old 
age; this fact immediately suggests some association 
with the so-called ‘‘essential’’ or ‘hereditary ” 
tremor which usually starts in middle age. Possibly 
senile tremor represents a delayed form of the idio- 
pathic family tremor. The following cases are of 
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interest, as suggesting that the frontier between the 
essential and the senile varieties is ill-defined : 

Male, aged 73, came under observation for “ shaking of 
the hands,’’ which had been present for about 30 years. 
Other members of his family were similarly afflicted; at 
first the tremor was but slight in degree, and it did not 
incommode the patient until he reached the age of 70. At 
this time a marked aggravation occurred, causing him to 
seek advice. The appearance of the tremor differed in no 
respect from that of senile tremor. 

female, aged 69, suffering from a senile tremor in 
the head, lips, and bands, was kindly demonstrated to me 
by Mile. Gabrielle Lévy at the Hospice Paul Brousse, Paris. 
Symptoms had begun at the age of 50; the patient's father 
was also similarly afflicted since the age of 30. 

A male, aged 75, had noticed shaking in the right hand 
for about one year. The tremor was of the typical senile 
variety, and there was no evidence of parkinsonism. One 
of the patient’s brothers had had tremulous hands all his 
life, his present age being 71 ; another brother, now aged 65, 
had shown symptoms of paralysis agitans for 17 years. 
Two second cousins had also suffered from tremulous hands. 

A male, aged 61, complained of tremor of the hands 
which had been present for five years. The characters 
of the movements were typical of the senile variety—despite 
the relatively early age of onset. An elder brother also 
suffered from a senile tremor, the symptoms in this case 
starting at the age of 70. 

ATHETOSIS. 

Another type of involuntary movement occasionally 
encountered in senility is exemplified by athetosis. 
Richter has directed attention to an acute form of 
athetosis occurring in subjects of advanced age. It 
is highly probable, however, that in his cases, as well 
as in the majority of instances, athetosis appears 
suddenly as the result of a gross vascular lesion ; 
in this way athetosis appears mainly as an indication 
of cerebrovascular disease rather than of pure old 
age. 

The following case exemplifies a bilateral athetosis 
occurring in a woman of 81—probably of arteriopathic 
nature :— 

Female, aged 81, an inmate of an institution for some 
years, ———— altered physically and mentally with 
some suddenness five years before. She became forgetful, 
irritable, and restless, and was now incontinent. Both 
arms became “ contracted’ and useless. The upper limbs 
lie across the chest ; both hands are clawed with the thumb 
strongly adducted across the palms. The fingers are strongly 
flexed, except the index fingers of both sides, which remain 
in a pointing position of full extension. She cannot extend 
her fingers voluntarily, but there is no contracture prevent- 
ing passive movements. Once the fingers are straightened, 
slow involuntary athetoid movements appear, and gradually 
the hand reassumes its resting position. There is little 
or no defect in power in the other segments of arms, and 
the tendon-jerks are present. Both legs lie in an attitude 
of extension; there is a marked spasticity with increased 
reflexes and bilateral Babinski responses. Blood pressure 
165; slight-hardening and tortuosity of the radial arteries. 

At times there occur movements of a slow “‘ torsion ”’ 
character, localised to the trunk musculature. Under 
the title of “the dystonic syndrome of senility,” 
Sterling '°* has described two such cases: in the 
first, a woman of 69, involuntary movements gradually 
appeared in the abdomen and pelvis, recalling a 
““danse du ventre’’ or—as the author states—an 
attempt at scratching without using the hands. The 
term “tortipelvis” is not inapt in describing these 
movements. The second patient, a man of 69, 
developed suddenly a series of universal involuntary 
movements comprising tic-like contractions of the 
platysma; pseudo-expressive facial contortions ; 
pseudo-spontaneous movements of the right limbs ; 
choreo-athetosis of both legs, and spasmodic contrac- 
tions of the tongue and left arm. In this latter case 
we are again probably dealing with a manifestation 
of vascular disease. 





CHOREA. 
Much attention has been directed to the occurrence 





of chorea as a manifestation of old age occurring 








1226 


independently of cerebral arteriopathy. The first 
case of this character was recorded in 1848 by Graves!°® 
of Dublin, who wrote : ‘T think it right to 
mention that Dr. Ireland consulted me. . . respecting 
the late Mr. Dyas, a respectable apothecary residing 
in Castle-street, who, when 70 years old, was attacked 
by chorea in as complicated a form as I ever saw. 
The disease was very severe, and lasted many months.” 

It is usually described as the occurrence of 
generalised and symmetrical choreiform movements of 
gradual onset and progression in subjects of advanced 
age; mental changes are said to be absent, and the 
affection is regarded as independent of other types 
of chorea in the adult—particularly Huntington’s 
disease and chronic progressive chorea. 

Without doubt the term senile chorea has been 
applied too readily to cases with characteristic 
movements associated with old age. In order to make 
this diagnosis, one must be scrupulous to exclude: 
(1) cases associated with a family history of chorea 
or insanity ; (2) cases in which the chorea has com- 
menced in middle life and has persisted into advanced 
age; (3) cases of apoplectic onset—usually unilateral 
in their manifestations. When these criteria are 
rigidly applied, senile chorea is found to be a rarity. 

The physical signs differ only slightly from those of 
Sydenham’s chorea; the movements are perhaps of 
wider amplitude and more intractable, and tend to 
show themselves more frequently in the facial and 
abdominal musculature. In the early stages there 
is a hypotonus resembling that in Sydenham’s disease, 
but in the more chronic forms a state of rigidity may 
gradually supervene. The ‘‘ minor signs ’’—such as 
characteristic attitude of the forearms and hands— 
may be demonstrable at times, but I have never seen 
either a pendular or a sustained knee-jerk in the 
senile varieties. 

RESTLESS MOVEMENTS. 

The most complex types of hyperkinesis are those 
of the “ psychomotor ”’ variety. Within this category 
are grouped an array of diverse bizarre movements 
which are “ spontaneous ”’ rather than “‘ involuntary ” 
in character. Movements of patting or rubbing the 
hands together, of touching and stroking objects in 
the vicinity are not infrequent. There is a charac- 
teristic stereotypy in the repetitive nature of these 
movements. At times it is possible to determine 
that the movement commences as a _ deliberate 
volitional action, which is, however, perseverated 
long after the initial stimulus has passed (= pali- 
praxia). The bedridden senile patient may at times 
be found lying with the hands outstretched as if 
groping or feeling for something. As soon as a person 
approaches the patient seizes hold of him, grasping 
his hands or clothing, or he may be seen clutching 
the bedclothes tightly, which he cannot easily be 
persuaded to release. 

Such manifestations are rarely seen unless some 
degree of mental enfeeblement is present; they are 
physical concomitants of senile dementia rather than 
of pure senility. In that form of presenile psychosis, 
called presbyophrenia, motor agitation and restlessness 
are particularly evident. 

In advanced cases the movements may become still 
more complicated. The patient may be seen parcelling 
up imaginary objects in bed or even transferring to 
the mouth any article placed in the hand (Stief !!°). 
A finger, or indeed any object of suitable size, placed 
near the lips or gums, may evoke movements of 
sucking and chewing. In their methods of feeding and 
their primitive response to various stimuli, these 
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demented patients appear strikingly infantile. This 
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reversion towards an infantile state is indeed well 
seen not only in the act of feeding but in the other 
forms of motor hyperkinesis, and in the character of 
their easily evoked laughter and tears There is some 
resemblance also to the behaviour of the older 
mentally defective child or some of the restless 
schizophrenic types. 


PATHOLOGY AND PHYSIOLOGY OF SENILE 
HYPERKINESIS. 

We have no precise knowledge of the pathological 
anatomy and physiology of these various types of 
hyperkinesis. Senile tremor, athetosis, and chorea 
are all as inexplicable as the more complicated motor 
activities. The dearth of morbid anatomical data 
has not prevented, however, a wealth of speculation. 
There is a universal tendency towards the ascription 
of these involuntary movements to lesions of the 
basal ganglia and of the striatum in particular. Thus 
senile tremor is often compared with the tremor of 
paralysis agitans and linked with an outfall of small 
striatal cells. Senile chorea has been associated with 
a similar degeneration of the pallidal but more 
particularly striatal cells, together with changes in 
the dentatum (Jakob 1!!!) ; Wilson,!!2 however, stresses 
the importance of changes in the post-central cortex 
in a personally observed case. The psychomotor 
types of spontaneous movement have been associated 
by Kleist "% with lesions in the external pallidum 
and in the caudate, and he attributes their appearance 
to a disordered balance of function between the 
individual ganglia of the corpus striatum. 

In this country we have always been hesitant to 
ascribe manifestations of an active nature to particular 
foci of disease, and especially to lesions in the basal 
ganglia. It is unlikely that striatal lesions should be 
responsible for such totally diverse phenomena as 
tremor at one end of the scale and movements of 
grasping and groping at the other. Theories of 
striatal dysfunction ignore the cortical changes which 
are always present at autopsy, and can frequently 
be suspected clinically. The demonstration of decaying 
or dead nerve-cells still leaves unexplained what 
mechanisms are actually producing the movements. 
Lastly, the pathological processes are too diffuse to 
allow one to pick out a solitary focus as the cause 
of a particular symptom. 

There are many points of resemblance between 
senile tremor and the static tremor common in 
cerebellar disease. The nystagmoid movements of 
the head, neck, and limbs, their disappearance when 
the limb is completely supported, and their aggravation 
by effort recall the cerebellar titubation often seen 
in disseminated sclerosis. Schuster ‘!4 has published 
a number of cases in which senile tremor was an 
early and prominent feature of a cerebellar syndrome, 
and where at autopsy cerebellar lesions were 
demonstrable. 

When we compare the tracings of tremor in paralysis 
agitans, or of senile tremor with the curves of 
voluntary muscle contraction, we see—as first demon- 
strated by Schaifer—a striking similarity in the 
presence in both of fine wavy oscillations. This fact 
suggests that the tremor appearing in such patho- 
logical states as Parkinson’s disease or senility is 
no more than the exaggeration of a normal manifesta- 
tion of muscular contraction ; this conception is in 
accord with the modern views on the pathogenesis 
of tremor as formulated by Kollarits,'!5 De Jong,'*® 
and others. Walshe,"? in a recent Oliver-Sharpey 
lecture, suggested that tremor is not a new pheno- 
menon indicating a peculiar mode of innervation 
of pathological nature, but rather an emergence of a 
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normal cortical rhythm. The reason why this rhythm 
does not appear in health is problematical, and 
may depend upon the presence of a damping-down 
mechanism at a lower neuronic level; in tremor 
senilis and in parkinsonism this inhibitory mechanism 
is perhaps defective, permitting the unbridled 
activity of cortical impressions. The site of this 
lower-level control is unknown. 


Cerebellar Syndromes. 

It is striking how often cerebellar lesions are 
demonstrable at the post-mortem examination of 
very aged individuals, in the absence of corresponding 
clinical manifestations. Thus foci of softening or 
local or widespread atrophy may exist apparently 
without characteristic signs. Obviously, it is arguable 
that minor degrees of hypotonus and incoérdination 
may have been overlooked, either through inadequate 
examination or on account of the patient’s inaccessi- 
bility. Or the cerebellar signs may have’ been 
overshadowed by more striking coexistent pyramidal 
or striatal manifestations. It is doubtful, however, 
whether these arguments can explain away all the 
clinico-anatomical discrepancies. 

Cerebellar symptoms, therefore, are rather 
uncommon in old age, but at times they are demon- 
strable and may even exist in marked degree. Such 
signs include diminution in muscular tonus, although 
occasionally rigidity occurs in the senile cerebellar 
atrophies. Incoérdination of the limbs and trunk 
causes characteristic disturbances in the gait. The 
patient’s efforts at walking may be accompanied by 
an ataxia of such severe and bizarre nature as to 
raise the suspicion of an hysterical basis. Tremor 
of the limbs, and particularly of the head, is common, 
and is usually much enhanced by muscular effort 
as well as by emotional stimuli. Nystagmus may 
occur, but is exceptional. Speech defects of diverse 
type are encountered, many of which recall the slow, 
scanning, explosive dysarthrias of advanced dis- 
seminated sclerosis. Schuster has published a series 
of cases of senile cerebellar atrophy in which the 
speech was inspiratory in character and unusually 
loud, as if the patient were being throttled; this 
variety is named by Schuster “ the sea-lion speech.” 
Motor power may be impaired to some degree, being 
most obvious in the performance of finely coédrdinated 
manipulations, and in rapidly alternating movements. 

These physical signs may be present in old age, 
either singly or combined with other neurological 
manifestations, under various conditions, which may 
be briefly enumerated. 

CEREBELLAR VASCULAR DISEASE. 

Bilateral infarctions in the cerebellum will give 
rise to the sudden appearance of cerebellar signs 
affecting first one side of the body and later the other. 
The presence of concomitant softenings in the brain- 
stem—depending upon the particular vessel occluded 
—will modify the picture and produce cranial nerve 
palsies, pyramidal signs, and sensory loss. 

At other times a large number of foci of vascular 
disease are scattered throughout the cerebrum and 
cerebellum, and lead to bilateral hemiplegias with 
added cerebellar signs. Thus arise the various “ cere- 
bellar types of pseudobulbar palsy,” so ably described 
by Raymond and Alquier,'!® Lhermitte, Cuel, and 
Kyriaco, and others. 

SENILE CEREBELLAR ATROPHIES. 

Diffuse atrophic processes may occur involving 
part or all of the cerebellum, and even some adjacent 
structures. Three nosological subgroups may be 
isolated — namely, olivo-ponto-cerebellar atrophy 
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(Dejerine and Thomas!!*); _ olivo-rubro-cerebellar 
atrophy (Lhermitte and Lejonne }2°) ; 
cortical cerebella’ 2trophy (Rossi,!*! 
and Alajouanine }**). 

The first is characterised pathologically by a loss 
of intragranular fibres in the cerebellar cortex, 
together with atrophy of the ventral part of the 
pons and of the middle cerebellar peduncle. No fibres 
are to be seen in the hilus of the olive, the medial 
lemniscus, or the peduncle of the restiform body. 
The external arcuate fibres are missing. Winkler !2% 
associates these changes with an affection of the 
neo-cerebellum. 

In the so-called olivo-rubro-cerebellar atrophy 
there is a global atrophy of the cerebellum and of 
the dentate nuclei; the superior cerebellar peduncle 
is affected as high as the red nucleus. The olives 
and the restiform bodies are atrophied, but the other 
bulbar nuclei are intact. 

In the third variety—delayed cortical cerebellar 
atrophy—the process is confined to the antero- 
superior aspect of the vermis and the anterior part 
of the quadrilateral lobe. A portion of the olives 
may also be affected. Here the distribution of the 
atrophy corresponds approximately with Edinger’s 
conception of the pal#o-cerebellum. 

All three types are associated with a slowly pro- 
gressive interference with gait, equilibrium, and 
coérdination, accompanied at times by speech defects. 
Our knowledge of the symptomatology of olivo- 
rubro-cerebellar atrophy is at present limited to one 
case, but the points of similarity and of contrast 
between types 1 and 3 may be set out in the following 


Table :— 


and delayed 
Marie, Foix, 


Olivo-ponto- 


Delaved cortical 
cerebellar atrophy. 


cerebellar atrophy. 


Familial incidence Occasionally. No. 

Age of onset - Up to 60, 40-75. Average = 60. 

Course . ee ee Gradual, Gradual. 

Gait “a? ee Ataxic. Wildly ataxic. 

Titubation of head Yes. Occasionally. 

Spontaneous 

+6 «+ Yes. 

Incodordination Legs =arms, Legs more than aris. 
Asynergia .. Yes. Yes. 
Tatention 

tremor Yes. Slight. 
Speech ~~ .. Slow; monotonous: Slow ; monotonous; 
scanning; dysar- <dysarthric. At times 
thrice: ‘ sea-lion scanning. 
speech,.”’ 
Nystagmus .. - Usually none. Slight or none. 
Tonus - “ae Diminished. Usually diminished ; 
occasionally 
increased, 

Vestibular func- 

tions aa a Normal. Normal, 

Motor power a Slightly impaired. Slightly impaired. 

teflexes - Ankle-jerks often Ankle-jerks often 

absent. absent. Occasionally 
bilateral extensors. 

Cranial nerves Normal. 

Sensation Normal, a 

Sphincters Impaired in later — 

stages, 


Psychical state Deterioration in 


Normal, 
late stages. 


It is obvious that the clinical differences between 
these two groups are very slight, and it is debatable 
whether any clear-cut distinction actually 


exists 
between these two disorders. 


HEREDO-FAMILIAL ATAXIES OF LATE ONSET. 

Although we associate the symptoms of familial 
cerebellar disease with the first two decades, occa- 
sionally the signs commence in the elderly or even 
in the aged. The importance of these rare cases is 
great in their bearing upon the genesis of hereditary 
disease in general. 

An instance of the delayed appearance of neuro- 
logical symptoms—largely of cerebellar character 
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is seen in the remarkable family recorded by Ferguson 
and myself,!24 where the average age of onset was 
between 35 and 45. In two out of three members of 
Holmes’s family 125 with cerebellar atrophy the 
symptoms started in the fourth decade. Sanger 
Brown's !2° ataxia also commenced in maturity. In 
an interesting familial affection recorded by Schuster, 
extending through three generations, five members 
first showed marks of a progressive cerebellar lesion 
between the ages of 50 and 60. Perhaps the most 
striking example is in the family recorded by Neff,!?’ 
where 14 members belonging to four generations were 
affected. In 11 of these, the age of onset was between 
50 and 65; in two others the symptoms commenced 
at 68 and 72 respectively. 


Senile Paraplegia. 


One of the commonest neurological symptoms in 
old age consists in a progressive weakness of the 
lower extremities with the frequent development of 
contractures.128 Cases differ markedly one from 
another both in the degree of paresis and in the 
distribution and character of the hypertonus ; 
paraplegia in flexion is the common experience ; 
less often paraplegia in extension is seen. The state 
of the reflexes is variable; sensory changes may or 
may not be present, and the state of the sphincteric 
control is inconstant. 

The term “ senile paraplegia ’’ is purely descriptive, 
and offers no clue as to the morbid anatomy. Since 
there is often a vascular basis to the paraplegia, it 
happens that analogous cases may be seen before the 
onset of old age ; hence “ arterio-sclerotic paraplegia ” 
would be an alternative title in some cases. 

As in so many other senile syndromes, changes are 
usually demonstrable at all levels of the nervous 
system, so that exact correlation between clinical 
and pathological data becomes impossible. At times, 
however, the morbid change is more or less limited 
to one particular region ; in this way certain relatively 
pure varieties of senile paraplegia may be isolated. 
Thus one may enumerate the chief types as cortical, 
subcortical, spinal, or muscular. 


CORTICAL TYPE. 

The cortical senile paraplegias are characterised 
by a clinical picture resembling the following: a 
symmetrical or asymmetrical weakness of the legs 
which may be of gradual or abrupt development. 
Or one leg may suddenly become weak, followed 
after an interval by a similar apoplectic weakness 
of the other limb. A paraplegia in extension develops 
first, but later a flexion attitude may supervene. 
Signs of pyramidal disease are recognisable in a 
characteristic spasticity with exaggerated tendon- 
jerks, clonus, and Babinski responses. Sensory 
changes are typically absent, and there are no sphinc- 
teric palsies. Concomitant symptoms may include 
mental change; psychomotor defects in the arms of 
an apractic or hyperkinetic origin; movements of 
grasping are particularly common. 

A degeneration in the longest pyramidal fibres 
descending from the two leg centres as the apex of 
the motor cortex constitutes the characteristic 
anatomical basis. Such a process may arise as a 
pure neuronic decay, independent of circulatory 
disturbance. This type—so often quoted as the 
usual cause of senile paraplegia—is actually the rarest, 
and, indeed, I have been unable to trace unequivocal 
evidence as to its occurrence in pure form. The 
second and much commoner cause depends upon 
arterial disease. The leg area differs from the rest 
of the Rolandic cortex in being supplied by the 
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anterior as opposed to the middle cerebral artery. 
Occlusion of the anterior cerebral artery will, therefore, 
produce a crural monoplegia ; a bilateral thrombosis 
will cause a paraplegia. This latter usually results 
from two separate strokes but occasionally, because 
of a congenital or acquired vascular anomaly, one 
anterior cerebral artery will supply the leg areas of 
both hemispheres. Thrombosis will, therefore, cause 
a sudden paralysis of both lower extremities.!*° 


SUBCORTICAL TYPE. 

Multiple softenings scattered throughout the white 
matter, internal capsule, basal ganglia, and brain- 
stem often result in a type of paralysis which has 
been termed “‘ intracortical ’’ or, better, ‘‘ subcortical ”’ 
paraplegia. 

In such cases there arises a slowly progressive 
paresis of the legs without sensory loss. A hyper- 
tonus of mixed type is usually present, and reflex 
changes may occur indicating involvement of the 
pyramidal tracts. The sphincters may be intact, 
but more commonly there is ‘“‘ psychical” type of 
incontinence. Pseudobulbar and parkinsonian signs, 
as well as mental change, are frequently associated. 
Indeed this particular type of paraplegia usually forms 
part of a broader arteriopathic syndrome which may 
belong to the cadre of progressive lacunar disintegra- 
tion, arterio-sclerotic parkinsonism, or démence 
paraplégique. 

Another type of subcortical paraplegia may develop 
in the senile. The patient, having sustained a hemi- 
plegia, takes to his bed; gradually extensive con- 
tractures and deformities appear which further 
incapacitate him, and slowly the paralysed leg loses 
its attitude of extension and becomes more and more 
flexed. Still later the opposite non-paretic leg becomes 
similarly affected, so that a condition of paraplegia 
in flexion develops. Signs of pyramidal disease are 
demonstrable, of course, in the hemiplegic limb only. 

It is evident that these subcortical types of senile 
paraplegia are essentially the effect of vascular 
disease rather than of any primary or “senile ”’ 
neuronic decay. 

SPINAL TYPE. 

In the myelopathic varieties of senile paraplegia 
the maximum,. if not the sole morbid change, is 
situated within the spinal cord. Such varieties are 
rarely diagnosed during life, although specifically 
described by Demange '*° in 1885 as “‘ progressive 
tabetic contracture.” 

Here the signs include a symmetrical weakness of 
the legs, either of gradual or abrupt appearance. 
Spasticity is present, chiefly of pyramidal type, and 
a flexion attitude usually develops. Subjective and 
objective sensory disturbances are frequent ; wasting 
of the muscles with fibrillation is not uncommon. 
Sphincter defects typical of spinal lesions will here 
be present. 

Two chief pathological changes may cause a spinal 
type of senile paraplegia. First, there may be a 
slowly progressive combined sclerosis of the cord, 
the lateral and posterior columns showing the 
maximum change. This process, which differs only 
in degree from that described in our consideration 
of the senile cord, may possibly result from disease 
of the finer branches of the nutrient vessels, leading 
to a chronic ischemia. This type of change will be 
associated clinically with the slowly progressive 
paraplegias accompanied by ataxia and dysesthesie 
and objectively by defective postural sensibility. 

The other type of myelopathy depends upon 
sudden occlusions of the larger spinal arteries ; 
infareations of the cord result which cause a sudden 
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development of signs of a transverse lesion. Patho- 
logical and clinical differentiation from cases of 
myelitis may be difficult. 


MUSCULAR TYPE. 


The fourth type of senile paraplegia often accom- 
panies changes in the brain, cord, and peripheral 
nerves, but may also occur in isolated form. It is 
actually independent of disease of the nervous system, 
and consists in hardening of the muscles of the lower 
extremities. A senile hyperplasia of the interstitial 
tissue of the muscles, under the terms “ progressive 
myosclerosis *’ or “senile myopathy,” was originally 
described by Lhermitte,!*! both alone and in colla- 
boration with Lejonne.'*? Atrophy, pigmentation, 
and plasmoidal regression of the muscle-fibres are 
found, some of which are hypertrophied. The con- 
nective tissue between the bundles, and also between 
the individual fibres, is enormously proliferated. 
Accumulations of small round cells distend the 
lymph spaces. 

The clinical correlates of this type of change com- 
prise a gradual stiffness and weakness of the legs, 
accompanied by some wasting and vague pains.'%* 
Examination reveals an extreme flexion contracture ; 
passive manipulation is scarcely possible, and its 
attempts evoke pain. Indeed the limbs may not be 
extensible, even under deep anesthesia or after 
death, on account of powerful contractures around 
the joints. The muscle bellies and tendons stand out 
prominently, and on palpation the muscles are hard 
and wooden, and are distinctly tender. Sphincteric 
and sensory changes are absent ; the plantar responses 
are flexor in type; the knee- and ankle-jerks are 
usually unobtainable. The myosclerosis affects almost 
exclusively the lower limbs, and here the extensor 
group of muscles is affected earlier and more severely 
than the flexors. 

In addition to the foregoing examples of paraplegia, 
where the severity of the symptoms actually prevents 
walking or standing, there are numerous minor degrees 
of weakness of the legs leading to characteristic 
disorders of the gait. Between these latter and the 
senile paraplegias proper there is no frontier, the 
differences being merely those of degree. 


DISORDERS OF GAIT. 

The most characteristic type of gait in old age is 
seen in the marche a petits pas. In the early stages 
this is betrayed by a mere loss of elasticity, some 
shortening of the steps, and a slight widening of the 
base. Such a gait may almost be regarded as 
characteristic of healthy old age. Later, however, 
the defects become exaggerated ; the patient assumes 
a slightly flexed attitude and advances slowly by 
very small steps. A subjective sense of propulsion 
is often present. This particular gait is encountered 
not only in numerous cases of old age but also in the 
pseudo-bulbar and lacunaire syndromes. By slow 
gradations it passes over into a more typical parkin- 
sonian type, with shuffling steps and loss of the 
movements of arm swinging, and finally into the 
second or subcortical type of senile paraplegia. 

Cerebellar lesions have already been mentioned 
as causing marked interference with walking. This 
type of disturbance is characterised by a reeling, 
titubant gait, punctuated by occasional falls. There 
is an accompanying sense of insecurity, and the 
patient endeavours to maintain his equilibrium by 
widening his base. In the autobiographical descrip- 
tions left by Dr. Holyoke, who died at the age of 
101, we have an instructive account of this type of 
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as to its causation. 
said :— 


“ee 


Writing at the age of 98, he 


- in walking I was apt to lose my equilibrium and 
sometimes to stagger like one intoxicated, particularly 
if I looked up to see the town clock or how the wind blew, 
in doing which I have several times nearly fallen to the 
ground ; this complaint gradually increased.... My idea 
of the disease is this—I presume that we are not able to 
walk steadily unless the cavity of the cranium be so full 
as to prevent the brain from being agitated when the head 
is in motion. I presume also that by disease or old age 
the brain may be so shrunk or shrivelled as to leave such 
a@ vacuity as to allow the brain to vacillate and so produce 
the staggering and unsteady walking so common to persons 
much advanced in age. May not the tottering and 
proneness to fall incident to age be accounted for by supposing 
the brain to shrivel and contract... so as to leave a vacuity ; 
and may not that vacuity be supposed to contain a fluid ? 


Now if this fluid does not occupy so much space as the 
brain did, the function of the brain may not be injured, 
although the instability may be much increased.” 


It is interesting to note that at the autopsy of this 
gentleman an atrophy of the cerebellum was the 
most striking abnormality. 

Eighty years later von Malaisé,434 apparently 
unaware of Dr. Holyoke’s note, described a peculiar 
ataxic gait of cerebellar type, which he associated 
with a senile internal hydrocephalus. 

In some cases the grossly incoérdinate gait suggests 
an element of hysteria. This suspicion is perhaps 
strengthened when the integrity of the motor power 
of the legs as tested with the patient in bed is con- 
trasted with the great difficulty in walking. Such 
types of gait constitute the astasia-abasias of the aged. 
One must be cautious, however, before lightly assum- 
ing such manifestations as functional; it is probable 
that in some cases at least the defect is of an apractic 
character and bears no relationship to hysteria. 
The same qualification applies to the so-called 
Petrén’s '*5 gait, where there is a difficulty in con- 
tinuing the movements of walking ; after a few steps 
the patient feels he can go no further, but with 
coaxing and by dint of concentration upon the 
movements of the legs the patient can start again. 
Von Malaisé rightly disagrees with Petrén, and 
points out that such a gait is certainly of organic 
nature, and probably associated with psychical 
disorder. 

Lastly, it must be remembered that an abnormal 
gait in the aged is frequently the result of disease 
outside the nervous system. Thus, changes in the 
joints and periarticular tissues are common causes of 
difficulty in walking in old age, as exemplified by 
arthritis deformans, spondylose rhizomélique, and 
morbus coxe senilis. 


Trophic Alterations. 


The important metabolic changes occurring in old 
age cannot be detailed here: neither will time permit 
a discussion of the interesting alterations in the skin 
and its appendages, the endocrine organs, or the 
various sympathetic and vegetative syndromes met 
with in the aged. One trophic change only will be 
discussed—namely, senile obesity—in that there is 
probably direct bearing with a cerebral lesion. 

A progressive emaciation is, of course, one of the 
usual accompaniments of advanced age. As Rolleston 
has pointed out, the fat-cells of the subcutaneous 
tissues may become replaced by fluid—the so-called 
serous atrophy—or the cells may revert to the 
condition of connective tissue cells. Occasionally, 
however, a condition of marked adiposity is encoun- 
tered in the very aged, which, because of its recent 
development and pathological degree, merits the title 
“senile obesity.” One must carefully distinguish 


these cases from those where the adiposity is of long 
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standing and does not really belong to the old age 
period. 

The deposition of fat in senile obesity is universal, 
but there is a striking involvement of the limbs, 
including the most distal segments. Here the fat 
tends to become aggregated into large masses, which 
are freely mobile over the deeper tissues, and over 
which the skin itself is movable. Such masses are 
especially common over the dorsum of the hands, 
around the ankle-joints, and in the region of the 
olecranon and patella. 

Morel has pointed out that obesity of this type is 
a frequent accompaniment of a particular senile 
pathological change—namely, hyperostosis of the 
internal table of the frontal bone. In such cases 
other symptoms commonly appear, some of which 
suggest an interference with the vegetative centres 
in the diencephalon. The complete Morel’s syndrome 
includes mental deterioration, headaches, and, at 
times, epilepsy; disorders of sleep; polyuria; 
polydipsia and polyphagia ; asthenia. 


Senile Epilepsy. 

Very occasionally attacks of typical epileptiform 
character make their first appearance during the 
senile period. The attacks may be ushered in by an 
aura, and are indistinguishable in their clinical 
accompaniments from those of genuine epilepsy. 
There are no paralytic sequele. In the particular 
variety described by Dr. Barber,!** the patient, while 
in the fit, may cry out and behave in an excited and 
disorderly manner. 

The causation of senile epilepsy is probably 
diverse ; there seems to be no close association with 
genuine epilepsy among other members of the patient's 
family. In perhaps the majority of cases arterio- 
sclerosis constitutes the responsible «etiological factor. 
Minute softenings, slight arterial or possibly venous 
hemorrhages, or the sudden production of a lacune 
of cerebral disintegration may be the immediate 
agent. Senile epilepsy is, therefore, better described 
as “‘arterio-sclerotic epilepsy ’’ in the majority of 
cases. 

Some instances of fits commencing in middle or 
late life are associated with the development of one 
of the presenile dementias. Alzheimer’s disease is 
not infrequently characterised by recurrent attacks 
of unconsciousness. 

BIBLIOGRAPHY. 


90. Ehret, H.: Zur Kenntniss der senilen An&sthesien, Miinch. 
med. Woeh., 1908, ii., 2660. 


91. Pearson, H. ; Eff. «ct of Age on Vibratory Sensibility, 
Archiv. Neurol. and Psych., 1928, xx., 482. 
92. Warthin, U. S.: Old Age, New York, 1929. 


93. Stief, A. v.: Zur Histopathologie des Sehnerven bei 
der Arteriosklerose u. bei der senilen Demenz, Zeit. f. 


Auge nh., 1929, Ixx., 41. 
94. Pick, A. "Zur Symptomatologie des atrophischen Hinter- 
hauptlappen, Arb. a. d. Deut. psych. Univ. Klin. in 


Prag., 1908 

95. Poétzl, 6 : Die optisch-agnostischen Stérungen, Deuticke, 
Leipzig u, Wien., 1928, p. 53. 

96. Macdonald: Brain Prese nting Circumscribed Cortical 
Atrophy, Jour, Nerv. and Ment. Dis., 1908, xxxv., 397. 

97. Mébius, P. J.: Notiz tiber das Verhalten der Pupille 
bei alten Leuten, Centralbl. f. Nervenh., 1883, vi., 337. 

98. Berberich, J. : Klin. Woe h., 1925, iv., 2335 

99. D’Antona, L.: Sulle amiotrofia mielopatiche dell’eta senile, 
Riv. di Neurol., 9 se wR 

100. Marie, P., and Foix, : L’Atrophie isolée non-progressive 
des petits muscles rs la main, Nouv. Icon de la Salp., 
1912, xxv., 353, 427. 

101. Lhermitte, J., and Nicolas, M.: Les amyotrophies de | 
main chez le vieillard, L’Encéphale, 1925, xx., 701 

102. Lhermitte, J., and de Massary, J.: L’Amyotrophies 
thénarienne non-évolutive du_ vieillard, Rev. Neurol., 
1930, xxxvii., 1202. 

103. Médbius, P. J.: Notiz iiber das Verschwinden der Knie- 
phanomens bei alten Leuten, Centralbl, f. Nervenh., 1883, 
vi., 218. 

104. Foerster, 0.: Die arteriosklerotische Muskelstarre, Allg. 
Zeit. f. Psych., 1909, Ixvi., 902. 

105. Critchley, M.: Arteriosclerotic Parkinsonism, Brain, 1929, 
lii., 





NEUROLOGY OF OLD AGE, 


106, 
107, 
108. 


109. 


110, 


113. 


. Jakob, A.: 


. Wilson, 8. 


. Schuster, P. 


. Kollarits, 
. - Jong, - 
‘ Walshe, r “Mt. R. 


. Rossi, I. : 


68 
" Fourucen. F. R., and Critchley, M. : 


« Rem, i... * 


. Lhermitte, 


. Critchley, M.: The 


[JUNE 6, 1931 


Jakob, ee Die 
Berlin, 1923, p. 126. 

Demange, E.: Le tremblement sénile et gee ~~ ae avec 
la pacatyete agitante, Rev. de Méd., 1882 


extrapyramidalen Erkrankungen, 


Sterling, \ Le Syndrome dystonique . ‘la vieille 888, 
Rev. Neurol., 1929, xxxvi., 937. 
Graves, R. J. : Clinical Lectures on the Practice of Medicine. 


1884, v., 616; New Sydenham Soc., reprinted from the 
second edition, 1848. 

Stief, A.: Beitrage zur Histopathologie der senilen Demenz, 
mit besonderer Beriicksichtigung der extrapyramidalen 
Bewegungsstérungen, Zeit. f.d.g. Neur. u. Psych., 1924, 
xci., 579 

Der amyostatische Symptomenkomplex u. 

can Zustinde, Deut. Zeit. f. Nervenhb., 1922, Ilxxiv., 


A. K.: Die Pathogenese der unwillkiirlichen 
Bewegungen mit besonderer’ Beriicksichtigung der 
Pathologie u. Pathogenese der Chorea, Ibid., 1929, 
evili., 4. 

Kleist, K.: Die psychomotorischen Stérungen u. ihr 
Verhaltniss zu den Motilitatsstérungen bei Erkrankungen 
ot Stammganglien, Monatsschr. f. Psych. u. Neur., 1922, 
fi., 253. 

: Die im héheren Lebensalter vorkommenden 

Kleinhirne oo nusw, Zeit. f. d.g. Neur. u. Psych., 

1924, xe : ° 

“Uber das Zittern, Deut. Zeit. f. 

1910, rxxvili., 438, 

Experimente zur Tremorfrage, Ibid., 1926, 


Nervenh., 


: Oliver-Sharpey Lectures on Disorders of 
Movement, THE LANCET, 1929, i., 963, 1024. 

Raymond, F., and Alquier, L.: Sur un cas de paralysie 
pseudo-bulbaire, Nouv. Icon. de la Salp., 1907, xx., 371 
Dejerine, and Thomas, A.: L’Atrophie olivo-ponto- 

belleuse, Ibid., 1900, iv., 330. 

Lejonne and Lhermitte, J.: L’Atrophie olivo-ponto- 
cérébelleuse, Nouv. Icon. de la Salp., 1909, xxii., 605; 
and Rev. Neurol., 1907, xvii., 109. 

Atrophie parenchymateuse primitive du cervelet, 

Nouv. Icon. de la Salp., 1907, xx., 66. 


2. Marie, P., Foix, C., and Alajouanine, T.: De l’atrophie 


corticale, Rev. 


1923, xiii., 


cérébelleuse tardive & prédominance 
Neurol., 1922, xxix., 849, 1082. 
Ww ne, C.: Schweiz. Arch. f. Neur. u. Psych., 


A Clinical Study of an 

Heredo-Familial Disease resembling Disseminated 
Sclerosis, Brain, 1929, lii., 203. 

Holmes, G.: A — of Familial Degeneration of the 
Cerebellum, Ibid., 1907, xxx., 466. 

Brown, Sanger: On Hereditary Ataxia, with a Series of 
21 Cases, [bid., 1892, xv., 250. 

A Report of 13 Cases of Ataxia in Adults with 

Hereditary History, Amer. Jour. Insan., 1894-95, li., 

. >. 

Etude sur les vieillarde 

ely " eoie. 1907. 

Anterior Cerebral Artery and ites 
Syndromes (see Case 7), Brain, 1930, liii., 120. 

Demange, E.: De la contracture tabétique progressive, 
Rev. de Méd., 1885, v., 546. 


Paraplégies des 


. Lhermitte, J.: ia myosclérose rétractile des vieillards 


L’Encéphale, 1928, xxiii., 89. 


132. Lejonne and Lhermitte, J. : Les I -~araplégies par rétraction 
chez les vieillards, Nouv. Icon. de la Salp., 1906, xix. 
255, 

133. Fumet, P.: Contribution & l'étude des Myopathies séniles 
primitives. Thése de Paris, 1922. 

134. Malaisé, E. v.: Studien tiber Wesen u. Grundlagen seniler 
eg ee | Arch. f. Psych., 1910, xlvi., 902. 

135. Petrén, Uber den Zusammenhang zwisc hen anatom sch 
wat u. functioneller GangstOrung im Greisenalter, 
Tbid., 1900, xxxiii., 818; and 1901, xxxiv., 444. 

136. Barber, H.: A Form of Senile Seizure, Brit. Med. Jour., 
1928, i., 492. 

MotTror AccIDENT FEES AT MACCLESFIELD. 
The governors of Macclesfield Infirmary have passed the 
following resolution: ‘“ That until a definite charge has 
been arranged by the British Hospitals Association for 


cases treated as the 


result of motor accidents all cases 


treated here will be charged for at the rate of three guineas 
per week for adults and half that rate for children. 


ENLARGEMENT OF WALLASEY COTTAGE 


Mr. 


HospPITAL. 


Stuart Deacon, the stipendiary magistrate of Lbow- 


pool, recently formally opened a new wing of this institution. 


t he 
the 


JEWISH MATERNITY 
This 


the 
be 


late Mr. W. F. 
and semi-private wards and nurses’ 


cost, £6000, has been de frayed by the executors of 
Rogers. The wing comprises private 


bedrooms. 


HospiITaL, WHITECHAPEL. 
institution is so much in need of extension that in 


last four months 109 prospective mothers have had to 
refused admission. It is the 


only Jewish maternity 


hospital in Great Britain, but although the work has grown 
tenfold since it was established 36 years ago, there has been 


no 


increase 


in subscriptions. Conseque ntly some of the 


investments have been, and others will have to be, sold. 
Last year the deficit was £135%. 
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THE PATHOLOGY AND ATIOLOGY OF 
BRAIN ABSCESS.* 


By Wiiitiam Evans, M.D., M.R.C.P.LOND., 
MEDICAL FIRST ASSISTANT, LONDON HOSPITAL, 


THIS paper gives the results of personal observations, 
and of an analysis of the records of necropsies per- 
formed between 1908 and 1925 in the Bernhard 
Baron Institute of the London Hospital. 

The term ‘brain abscess’? may conveniently be 
employed to denote abscesses in the cerebrum, 
cerebellum, and brain stem. The process commences 
with inflammatory leucocytic infiltration and softening 
of the cerebral substance, and ends in the conversion 
of a portion of the brain into a cavity containing pus. 
The acute form of abscess was found to have no 
distinct wall; when the pus was evacuated the 
abscess cavity was lined by a shaggy and ragged 
detritus, whilst the adjacent brain tissue was markedly 
cedematous, and generally presented multiple, minute 
and scattered hemorrhages. The chronic and clini- 
cally more latent type of brain abscess was surrounded 
by a definite wall. Internally the wall was composed 
of purulent tissue, the so-called ** pyogenic membrane.” 
External to this was a layer of granulation tissue 
composed of various proportions of fibrous macroglia 
and of fibrous tissue derived from the vascular 
adventitia and, in some instances, from the lepto- 
meninges. The granulation tissue was infiltrated 
with plasma cells, lymphocytes, and a few eosinophil 
leucocytes; the infiltration was continued in the 
adventitia of the vessels for a considerable distance 
into the surrounding brain. 

Abscess content.—In the acute abscess this appeared 
as a pale yellow creamy fluid, or was red from hemor- 
rhage. The content of the chronic abscess presented 
a more characteristic appearance. It usually con- 
sisted of fatid, greenish-yellow or bright green, 
viscid pus. In both cases microscopic examination 
revealed pus cells, and the causative organism or 
organisms. 

Bacteriology.—Any of the pyogenic organisms may 
be present as the exciting cause. When the abscess 
had resulted as a complication of middle-ear and 
mastoid infections, the organisms present were 
generally multiple ; staphylococci, streptococci, pneu- 
mococei, and various Gram-positive and negative 
bacilli were commonly found together ; in some cases, 
however, this type of abscess showed pneumococci 
alone. In the abscess complicating intrathoracic 
suppuration, the streptococcus was frequently grown 
in pure culture. Similarly, the staphylococcus was 
usually the only organism isolated from the multiple 
brain abscesses that formed in a general systemic 
pyemia resulting from osteomyelitis. A mould was 
found in one case of abscess secondary to bronchi- 
ectasis. In a number of cases the abscess content 
was sterile, no bacteria being discovered on examina- 
tion of a stained film or by culture in different and 
suitable media. 

Size of abscess.—In the series of 194 cases investi- 
gated, careful measurements of the abscess were 
noted in 168 instances. In 7 it was larger than 
an orange. In 5 it was linear and consequently 
unsuitable for comparative measurements. In 14 the 
size had not been noted or had been described in 
vague terms of “large,” ‘small,’ &c. For easy 
comparison it is convenient to group and classify 


* Based on a paper awarded the K. E. D. Payne Prize at th» 
London Hospital in 1927. The sequel will appear next week. 
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them in relation to common objects whose sizes are 

familiar and easily appreciated, and to which each 

abscess conformed in size but not necessarily in shape. 

Such a scheme is presented in Table I. 

TABLE I. Classification of Abscesses according to their 
Dimensions. 


Numerals denote number of cases 


Nature of spread of the infection 

Size of abscess in terms to the brain. 

of objects of familiar 
inagnitude. 





Direct Hwemato- |-,., 
extension. genous. neertain. 

Larger than orange 6 1 
Tangerine orange : 25 6 
Billiard ball s - 23 3 4 
Golf ball ‘ 20 10 3 
Walnut .. 20 5 1 
Cherry es Be 18 5 

*ea pin , 5 9 

Pinhead ; l 10 
Allotriomorphic ) 

Size not accurately noted x 4 2? 


The data in this Table indicate that the size of a 
brain abscess may vary from that of a pinhead to 
an orange or bigger, and that the larger variety occurs 
with a much greater frequency than the smaller. 
They also illustrate that whereas the abscess that is 
formed as the result of a direct local spread of the 
primary infection tends to be of a larger size, the 
abscess that follows the transmission to the brain 
by the blood stream of infected material from a 
distant focus of suppuration is more commonly small. 
In regard to the latter group, when the brain abscess 
was a part of a systemic py#mia, it had usually 
formed as a terminal event and was generally less 
or no larger than a pea. Where, however, intra- 
thoracic suppuration in the form of bronchiectasis 
or empyema had given rise to the abscess, it was 
frequently of a large size. 

The size of the abscess also bore an important 
relationship to its site. The size tended to vary 
inversely with the rapidity of onset of serious 
symptoms and death. Thus, an abscess having its 
seat in the so-called ‘“‘silent areas’’ of the brain 
sometimes reached very extensive dimensions before 
it gave rise to symptoms sufficiently distressing to 
compel the patient to seek medical advice and 
treatment ; whereas an abscess formed in the internal 
capsule or its immediate neighbourhood soon gave 
rise to a mono- or hemiplegia. This intimate 
relationship between site and size was further very 
well illustrated in the case of a cerebellar abscess. 
Here, invariably, the abscess was of small dimensions, 
for as soon as the process of suppuration had resulted 
in the destruction of a portion of cerebellum equal 
in size to that of a grape, it destroyed in its further 
extension important communicating fibres situated 
in the cerebellum, and injured the cranial nerves 
located in this region, and so introduced early and 
distressing symptoms. Further, like other sub- 
tentorial lesions it proved more potent in producing 
an increase in the “intracranial tension’’ with its 
concomitant ill-effects on the important centres 
situated in the medulla. Those entered as allotrio- 
morphic in Table I. are abscesses which were of an 
irregular and elongated shape, and had been produced 
by the entry into the brain substance of a foreign 
body in the form of a spicule of bone, bullet, or portion 
of shrapnel. 

Shape of abscess.—Most commonly the abscess was 
spheroidal, but in 27 per cent. of the cases in the 
series of necropsies investigated it was ovoid. When 
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the abscess had its seat in the temporo-sphenoidal 
lobe it tended to conform to the outline of the lobe, 
and therefore was ovoid. An abscess resulting from 
fracture of the skull where a spicule of bone had been 
displaced deeply into the brain substance, or which 
had formed in the track along which the foreign body 
had travelled, had expanded widely at the site where 
the body had lodged. 

A distortion in the outline and shape of the abscess 
in the form of a finger-like projection commonly 
resulted when the abscess was of considerable size 
and was approaching the lateral ventricle of the 
brain. In its initial stage this projection was seen 
to consist of a rod-like area of brain substance showing 
a varying degree of purulent infiltration ; at a later 
stage it formed a diverticulum of the main abscess 
cavity; eventually the apex of this diverticulum 
reached the ependyma of the ventricle, perforated 
it and gave rise to pyocephalus, the main cavity of 
the abscess communicating with the ventricle by a 
narrow channel of varying length. 

Site of abscess—When brain abscesses were con- 
sidered collectively and irrespective of the primary 
source of infection, it was found that the abscess had 
its seat in the cerebrum twice as frequently as in the 
cerebellum. When, however, the abscesses formed 
in a general pyemia were excluded, the frequency 
with which the lesion was located in the cerebrum 
was found to be markedly diminished. The relative 
frequency with which these two portions of the brain 
were affected will be given in detail when the different 
w#tiological factors concerned in the formation of 
brain abscess are considered separately. 


INCIDENCE IN RELATION TO AGE AND SEX. 
Age.—Table II. shows that 12, or 6-2 per cent., 
examples of brain abscess occurred between the ages 
of 0 and 5 years; 15, or 7-7 per cent., between 6 and 
10 years; 131, or 67-5 per cent., between 11 and 35 
years ; 34, or 17-6 per cent., between 36 and 55 years ; 
and 2, or 1 per cent., between 56 and 70 years. 
Abscesses were, therefore, fairly common in children 
under 6; their incidence was greatest between 11 and 
35, and least between 56 and 70 years. These figures 
indicate that although brain abscess is not an 
uncommon lesion in children, it must be regarded as 
a rare complication in old people. A more detailed 

analysis of the age incidence is given in Table II. 


TaBLE II.—Incidence of Brain Abscess in Relation to 
Age and Ser. 











Age (years). B.A. F M | Age (years). | B.A. wis M. 
0- 5 12 9 3 41-45 10 1 9 
6-10 15 i] 6 46-50 7 1 7 

11-15 29 13 16 51-55 5 2 3 
16-20 31 14 | 17 56-60 1 — 1 
21-25 29 14 15 61-65 - -—— — 
26-30 14 6 s 66-70 1 —_— 1 
31-35 28 7 | 21 —_-|— -—— 
36-40 ll 3 8 Total .. 194 79 115 











B.A. =Number of cases where brain abscess was found at 
necropsy; F.=females; M.=males. 


Sex.—The present investigation showed that the 
incidence of brain abscess is in no way determined 
by the sex of the patient ; the lesion was found in 
males and females in equal proportion in relation to 
total necropsies conducted. Table II. appears to 
indicate that brain abscess was a commoner finding 
in males than in females in the ratio of 3 to 2, but 
the total necropsies investigated were also found 
to bear a similar sex ratio. This is indicated by 
Table III. 
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‘Etiology. 

From a study of the 194 cases it has been found 
convenient to discuss the etiology of brain abscess 
under headings depending upon whether infection 

was transmitted to the brain from an adjacent or 


TaB_e IIIl.—Number of Necropsies Conducted during 
18 Years, and Incidence of Brain Abscess during 
that Period. 





. Necropsies . Cases of b 

Year conducte od. M F. v1 tet gpa M. F 
1908 1285 750 535 17 & v 
1909 1287 738 549 ll 4 7 
1910 1208 693 515 10 6 
1911 1265 744 521 12 10 2 
1912 905 527 378 10 - 3 
1913 878 511 367 11 s\ «6 
1914 784 467 317 6 31: 3 
1915 719 470 249 16 13.3 
1916 653 427 226 10 ‘| 8 
1917 581 359 222 9 7 2 
1918 615 377 238 7 i.e 
1919 645 385 260 . 7 1 
1920 750 437 313 18 131 6 
1921 598 375 223 8 S| s 
1922 589 375 214 s |) @ 
1923 604 355 249 10 i 
1924 583 368 215 10 6\ 4 
1925 585 17 208 13 ais 
Total 14,534 8,735 5,799 194 115 79 





distal primary focus. A third and fourth heading 
are required respectively for cases in which the 
method of spread was doubtful and cases in which 
the source, and therefore the method of spread, was 
doubtful or unknown. The following scheme out- 
lines further subdivisions of these four main groups. 
The numerals denote the number of cases : 
(A) Direct extension (131). 


1. Otitis media and mastoiditis 109 
(a) Purulent thrombosis of the lateral sinus 37 
(b) Osteomyelitis of the tympanic wall .. 28 
(c) Spread via the internal auditory meatus 1 
(d) Spread along the adventitial apaces of 
pe rforating blood-vessels om 43 
2. Suppuration in the nasal cavity and its 
accessory sinuses 12 


(a) Osteomyelitis of the sinus wall. - 7 
(b) Spread along perineural spaces “ 
(c) Spread along veins a ae 2 
3. Following trauma of the skull 
4. Invasion of the brain by malignant ‘growths 


ton 


(B 


ee spread (46). 
. Metastatic brain abscess eagioee intra- 
thoracic suppuration .. ‘ 
(a) Chronic bronchiectasis - - 17 
(b) Empyema _ as - 
2. Metastatic brain abscess resulting from 
extrathoracic suppuration .. on ike 24 


(C) Method of spread doubtful (2 


(D) Source, and therefore casted of spread, doubtful or 
unknown (15). 


w 


(A) Spread by Direct Extension. 

In 131, or 67-5 per cent., of the cases brain abscess 
had resulted from direct extension to the brain of 
infection which had originated at a site not far 
removed from the brain itself. Six possible sources 
of infection are alluded toin this group. Of these, the 
middle ear and antrum were the source in 109 cases, 
or 83-2 per cent., and the nasal cavity and its accessory 
sinuses the source in 12 cases, or 9-1 per cent. The 
six sources will now be discussed separately. 


OTITIS MEDIA AND MASTOIDITIS. 
Inflammation of the tympanic cavity, with or 
without similar involvement of its antrum, was the 
cause of 56 per cent. of all brain abscesses. Amongst 
10,280 necropsies otitis media was noted in 718, 
and in 74 of these, or 10-3 per cent., brain abscess was 
@ complication. Only four occurred in patients 











ee 
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under 5 years of age, whilst the majority were found 
in adults of 20 to 35 years. 

The abscess had most commonly formed in the 
cerebrum, and then almost invariably in the temporo- 
sphenoidal lobe, but it was also frequently localised 
in the cerebellum. In 62 cases the abscess was 
cerebral ; in 40 the abscess had formed in the cere- 
bellum; in 7 cases both cerebral and cerebellar 
abscesses were present. For every three cerebral 
abscesses there were, therefore, two cerebellar. In 
56 of the 62 cases of cerebral abscess it was situated 
in the temporo-sphenoidal lobe, and in the remaining 
6 in the occipital, parietal, or frontal lobes. 

It remains to discuss the path traversed and the 
method of spread assumed by the infection. For 
this purpose it is convenient to arrange the cases in 
four groups. 

(a) Purulent thrombosis of the lateral sinus.—The 
infection had spread by this route in 37 of the 109 
cases in which brain abscess had resulted from otitis 
media or mastoiditis. In 28 of these the abscess 
was found in the cerebellum; in only 9 in the 
eerebrum. The intimate anatomical relationship 
between the lateral sinus and the cerebellum explains 
the frequency with which the lesion was located in 
the latter. The earliest evidence of extension of 
infection into the lateral sinus was shown by a small 
nodular projection of granulation tissue adherent 
to the sinus wall. In the next stage observed the 
sinus was filled with purulent thrombus. Further 
extension was demonstrated in some cases by throm- 
bosis of the cerebellar veins draining into the sinus; 
in these cases an abscess had already formed. 

(b) Osteomyelitis of the tympanic wall.—Measure- 
ments of the roof of the tympanic cavity in a series 
of consecutive subjects of different ages proved it to 
average 1-5 mm. in thickness in adults, and in 25 per 
cent. it was found to be almost transparent ; in children 
under 10, however, it was a much more substantial 
structure, averaging 2 mm. in thickness; it was 
also of a tougher consistence and not so brittle as in 
adults of 25 years or older. The posterior wall of 
the tympanum averaged 3-5 mm. and that of the 
mastoid antrum 3 mm. in thickness. It is not 
surprising, therefore, that the infection from middle- 
ear disease reaches the brain most frequently by 
osteomyelitis, necrosis, and perforation of the roof of 
the tympanic cavity. Of the 109 cases in which the 
brain abscess had followed middle-ear infection, 28 
fall into this group. In 23 instances the abscess was 
situated in the temporo-sphenoidal lobe; it had 
followed necrosis of the tegmen tympani in 20 cases, 
and the roof of the mastoid in three. The abscess 
was localised in the cerebellum in five cases, the 
infection having spread by osteomyelitis and necrosis 
of the posterior wall of the mastoid antrum. A study 
of examples of otitis media and mastoiditis showed the 
following results of necrosis of the bone: 

1. The opposing part of the dura became intimately 
adherent to the inflamed bone and ultimately became 
perforated resulting in a generalised or localised lepto- 
meningitis. 

2. The lepto-meninges became adherent around the 
perforation and to the underlying portion of the cortex, 
and a brain abscess was subsequently formed. 

3. Occasionally an extradural abscess formed. Here 
also the infection spread inwards and formed an intradural 
abscess, but without causing visible perforation of the dura. 
The cerebral abscess was then established by infection of 
the lepto-meninges as in the previous instance. 

(ce) Spread via the internal auditory meatus.—This 
form of spread of the infection from the tympanic 
cavity to the brain only occurred in one case. The 
resulting abscess had its seat in the cerebellum. The 
sequence of events appeared to have been as follows— 
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the suppurative process had entered the aqueductus 
fallopii from the middle ear by osteomyelitis of its 
wall, and extending along this canal had conveyed 
the infection into the internal auditory meatus ; 
subsequently it had given rise to a localised lepto- 
meningitis, and the formation of an abscess (2 by 
1-5 cm.) in the antero-external angle of the right lobe 
of the cerebellum. 

(d) Spread along adventitial spaces of perforating 
blood-vessels.—In 43 cases there was no evidence of 
spread by any of the above methods, (a), (b), and (e). 
In these cases there was a focal inflammation of the 
dura and subjacent lepto-meninges, which bound 
the meninges to the surface of the cerebrum or cere- 
bellum. But the abscess beneath was separated 
from the meninges by a zone of macroscopically 
unaltered cortex and medulla. The probable method 
of spread in these cases was extension of inflammation 
from the subarachnoid space along the Virchow- Robin 
space of perforating vessels. Unfortunately, no 
microscopic examination was made. 


SUPPURATION IN NASAL CAVITY AND ITS ACCESSORY 
SINUSES, 


In 12 cases the brain abscess had resulted from the 
direct spread of infection from suppuration occurring 
within the nasa! cavity and its accessory sinuses. 
In two other cases multiple brain abscesses had 
followed frontal sinusitis in the one case and a purulent 
rhinitis complicating resection of the nasal septum 
in the other. These cases, however, do not belong 
to this section, because the method of spread of 
infection differed : the brain abscesses were part of a 
general pyw#mia, and the method of spread was 
embolic. Suppuration occurring within the nasal 
cavity and its accessory sinuses is, therefore, responsible 
for 7-2 per cent. of all brain abscesses. It may be 
of significance that seven of the 12 cases occurred in 
subjects under 17 years of age, that is, during a period 
when the frontal, sphenoidal, and ethmoidal air 
sinuses were in the course of development. Of the 
accessory nasal sinuses the frontal most frequently 
gave rise to cerebral abscess. The frontal provided 
the seat of infection in seven cases; the sphenoidal 
sinus in four. In only one case had the infection 
spread from the nasal cavity. The primary seat of 
the infection need not necessarily lie in the sinus which 
eventually provides the path of direct extension to 
the brain. In 75 per cent. of the cases suppuration 
was found to involve more than one sinus. A con- 
sideration of the intimate anatomical relationship 
which each of these sinuses bear to one another, and 
especially the close proximity of their openings into 
the main nasal cavity, amply explains why it is 
unlikely that suppuration occurring in any single 
sinus will remain confined to that sinus for any length 
of time. When the frequency of purulent rhinitis 
arising from nasal polyps, deflection of the septum, 
&c., is appreciated, it is surprising that brain abscess 
does not more frequently result from the tracking 
of infection either to the subarachnoid space along 
the nerves which pass through the cribriform plates 
or to the dura along the veins which open into the 
sphenoidal venous sinus, or from necrosis of the 
cribriform plates. The fact that good drainage is 
afforded to suppuration occurring at the root of the 
nose appears to account for the comparative rarity 
of intracranial complications in such conditions. 
It is now necessary to consider in greater detail the 
method of spread ol suppuration from the frontal 
and sphenoidal sinuses and nasal cavity 

(a) Osteomyelitis of the sinus wall.—The walls of the 
accessory nasal sinuses are very thin. Measurements 
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of the thickness of the posterior wall of the frontal 
sinus in a series of cases showed that it seldom had a 
uniform thickness throughout. The maximum thick- 
ness varied from a mere line up to 3 mm.; most 
commonly it averaged 1-5 mm. The orbital plate of 
the frontal was found to be thinner, and in the majority 
of the skulls examined proved to be a sheet-like 
structure. In seven of the 12 cases spread had 
occurred by osteomyelitis of the wall. Such spread 
occurred in five out of seven cases in which the 
frontal sinus was the source of infection, and in only 
one out of four cases in which the sphenoidal sinus 
wasthesource. In one other case which demonstrated 
this method of spread the focus of infection was in 
the nasal cavity. The osteomyelitis was generally 
extensive in character and diffuse in its distribution. 

(6) Spread along perineural spaces.—This path of 
infection appeared to be the one traversed in three of 
the 12 cases. In two of these an abscess had resulted 
in the frontal lobe and the source of infection was 
situated in the frontal sinus, whilst in the third case 
the abscess had formed in the temporo-sphenoidal 
lobe, the infection having spread from the nasal 
cavity via the sphenoidal sinus. In all three cases 
the walls of the sinuses in direct relationship to the 
brain were found to be free from osteomyelitis, and 
meningitis was the first visible step in the path of 
infection. 


TABLE IV.—Conditions Associated with the Formation 
of Brain Abscess secondary to Suppuration occur- 
ring in the Nasal Cavity and its Accessory Sinuses. 


Lobe of 
. brain in 
FA which 


| 
Sinus | Sinus from 


which | which 
Diameter formed infection Other Method 








abscess °F S1Z€ ‘initial | was finally Simuses of spread 
was (cm.). seat of |transmitted “fected to brain. 
situated infection. to brain. 
16 Fr. 3-5 N. cav. N. cav. Eth. Osteomy. 
13 Fr. 1 Fr. Fr. Eth. - 
44 Fr. 2&3°5 N. cav. Fr. Sph.; on 
max. 
eth. 
15 Fr. 1°5 N. cav. Fr. Max.; a 
sph. 

9 Fr. 2°5,3&4 Max. Fr. _- Perin. 
16 Fr. 4°5 Fr. Fr. — Osteomy. 
68 Fr. 4x3x2 Max. Fr. _ Perin. 
54 Fr. 2 Sph. Sph. Eth. Osteomy. 
14 Temp.- 3-5 N. cav. Sph. Eth. ; Perin. 

sph. max. 
45 pan 2:5 Sph. Sph. — Along 
veins. 
14 Fr. 0-8 x0°5 Fr. Fr. _— Osteomy. 
31 Temp.-. 0:8 Sph. Sph. Eth.; Along 
sph. fr veins. 


Fr.=Frontal; Temp.-sph. =<temporo-sphenoidal; N.cav. = 
nasal cavity ; Max. =<maxillary; Eth. —ethmoidal; Osteomy = 
osteomyelitis; Perin. = perineural. 


(c) Extension along veins opening into the cavernous 
sinus.—In two of the 12 cases spread of the infection 
to the brain had occurred along veins which drained 
into the cavernous sinus. In both instances the 
primary seat of the infection was situated in the 
aphenoidal sinus. There was no evidence of osteo- 
myelitis of the sinus wall. Purulent thrombosis 
of the cavernous sinus was present and the resulting 
brain abscess which had its seat in the temporo- 
sphenoidal lobe was in each case associated with 
localised leptomeningitis. 

In this group of 12 cases the position of the resulting 
cerebral abscess was found to depend partly upon the 
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sinus affected and partly upon the extent of lepto- 
meningitis. Thus, when the cerebral abscess had 
formed as a complication of frontal sinusitis, purulent 
rhinitis or infection of the ethmoidal air-cells and the 
leptomeningitis was localised, the abscess was invari- 
ably in the inferior aspect of the frontal lobe. 
Similarly, when the infection had spread from the 
sphenoidal sinus the abscess was found to occupy 
the temporo-sphenoidal lobe. When, however, the 
meningitis had extended to involve a large area of 
the surface of the brain, it was found that the abscess 
occasionally occurred at a site far removed from the 
sinus whence the infection had spread. 

The size and chronicity of the abscess varied. 
When the sinusitis had remained undetected or 
untreated and the meningitis had remained localised, 
the abscess had ultimately assumed fairly large 
dimensions (see Table IV.), and had produced no 
symptoms until it had emptied itself into the lateral 
ventricle and had given rise to the grave and catas- 
trophic symptoms associated with pyocephalus. 


FOLLOWING TRAUMA OF SKULL. 


In eight cases, or 4:1 per cent., infection had been 
conveyed to the brain by the introduction of a foreign 
body. In these the abscess had resulted from 
puncture-fractures of the skull. Bullet and shrapnel 
wounds sustained during the late war caused the 
abscess in five cases. No example of brain abscess 
was found at necropsy in 318 cases in which death 
had followed bruising, hemorrhage, or laceration 
of the brain without puncture of the skull. A study 
of fractures of the skull other than puncture-fractures 
showed that the fracture either had healed without 
deleterious effects and complications or had proved 
fatal from severe cerebral laceration or hemorrhage 
soon after the infliction of the injury. In the eight 
examples of puncture-fractures of the skull the initial 
injury had not produced instantaneous death. In 
each case localised meningitis had resulted, and a 
chronic abscess had formed. In one case, that of a 
child aged 13 months, an abscess the size of a billiard 
ball had followed a perforating wound sustained by a 
fall. In another case, in a child aged 8 months, a 
punctured wound wrought by a knife had dislodged 
a spicule of the internal table of the skull which in 
turn caused perforation of the dura. The layer of 
brain cortex superficial to the abscess was found to 
be healthy on macroscopic examination, and thus 
appeared to illustrate spread of the infection by the 
adventitial or Virchow-Robin space of perforating 
vessels. Of the five cases contracted during the 
late war three had resulted from bullet and two from 
shrapnel wounds. In one case the bullet was found 
lodged in the abscess wall; in two the abscess had 
formed around spicules of bone displaced by the 
entry of a bullet which had left the skull; in the 
remaining two cases fragments of bone and pieces of 
metal were found in the edge of the abscess. The 
abscess which had formed in some of these cases lay 
at some little distance from the seat of the bullet or 
piece of shrapnel, and was localised to a portion of 
the track along which the foreign body had travelled. 
The abscesses in this group were not confined to any 
particular lobe or portion of the brain, and their shape 
and outline were usually very irregular (see allotrio- 
morphic group in Table I.). 


INVASION OF BRAIN BY MALIGNANT GROWTIIS. 
Two cases in the series investigated fall within this 
subdivision. In one case the contents of the left 
orbit had been removed, and a retro-orbital sarcoma 
had been incompletely removed six months previously 






































in a boy aged 10 years. At necropsy the orbital 
plate of the frontal bone was found to have been 
eroded by the growth, purulent infiltration of the 
growth had extended to the frontal lobe of the brain, 
and a localised abscess had formed at this site. In 
the other case (male aged 37 years) a purulent 
squamous-celled carcinoma was found in the site of 
a sinus Which had followed a complete mastoidectomy. 
The growth was purulent, had eroded the petrous 
and squamous portions of the temporal bone, and 
had involved the dura; purulent adhesion of the 
dura to the temporo-sphenoidal lobe had resulted in 
the formation beneath of a cerebral abscess. 

Osteomyelitis of skull.—Acute osteomyelitis of the 
skull was found at necropsy in 51 cases, but in no 
single instance could an abscess of the brain be 
demonstrated. Osteomyelitis of the skull, therefore, 
appears to be a rare cause of brain abscess. 

Syphilis of the skull.—Syphilis involving the skull 
was found in only three cases amongst 14,534 
necropsies conducted over a period of 18 years, and 
in these three instances cerebral abscess had not 
resulted. If such a combination does exist, therefore, 
it must be excessively rare. 

(To be continued.) 


SURGICAL TREATMENT OF DUODENAL 
ULCER. 


By CHARLES A. PANNETT, M.D. LOND., 
F.B.C.S. EnG., 


SURGEON TO 8ST, MARY’S HOSPITAL; PROFESSOR OF SURGERY 
IN THE UNIVERSITY OF LONDON, 


THE number of papers dealing with this subject 
which appear every year renders it strikingly evident 
that ne completely satisfactory method of treatment 
has yet been evolved. That no duodenal ulcer 
should ever be treated by surgical measures is a 
belief to which few clinicians of experience now 
subscribe. The other extreme view—that the estab- 
lishment of a positive diagnosis is an indication for 
surgery—is equally untenable to the logical observer 
who sees, on the one hand, patients with indubitable 
duodenal ulcer lose their symptoms permanently 
under medical treatment, whilst on the other he 
knows of many who prove quite refractory to such 
measures. It cannot be emphasised too strongly 
that, in uncomplicated duodenal ulcer, surgery should 
be considered in connexion with this second class 
of case alone. For these stubborn recalcitrant cases 
there are three accepted surgical operations 
gastro-jejunostomy, pyloro-duodenal resection, and 
pyloroplasty. 

The object of this paper is to record the results 
of my own experience, which has led me to conclude 
that pyloro-duodenal resection is preferable to the 
older and well-established operation of gastro-jejunos- 
tomy. The figures which I bring forward are based 
on a small number of cases. Undoubtedly in this 
fact resides an element of weakness. The numbers 
are small partly because in a university surgical 
unit too great specialisation is unfruitful from an 
education point of view, and partly because the last 
few years have witnessed a revival by the physicians 
of the alkaline treatment of gastric and duodenal ulcer, 
a revival which significantly shows signs of waning. 
Where such a complicated question as the treatment 
of duodenal ulcer has to be assessed, the variants 
are admittedly very great in number. Any accuracy 
gained from massed statistics is likely to be lost because 
very dissimilar things are accounted equal,and different 
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standards have been applied to the several component 
groups. The force of this argument will be seen later. 

Speaking generally, continental surgeons have been 
dissatisfied with gastro-jejunostomy, whilst English 
and American surgeons have obtained such good 
results that they have not been impelled to explore 
the value of the more radical resection methods. 
Thus Sherren! had 92 per cent. well; Walton ? had 88-4 
per cent. better ; Luff, in a mass statistical investiga- 
tion,’ found 91-5 per cent. to be cured. Balfour,* at 
the Mayo Clinic in 1927, reported that of 100 doctors 
who had had gastro-jejunostomy performed for 
duodenal ulcer longer than five years, 87 per cent. were 
eured. In 1930 Balfour reported the results in 
duodenal ulcer for gastro-jejunostomy in 500 patients 
who had been subjected to surgery more than five 
years previously. He says ‘‘in 69 per cent. the 
relief had been either so complete that the patient 
had paid no attention to diet or to habits of living, 
or dyspepsia was so slight as to be readily controlled 
by simple measures.”’ It is very striking that this 
is the exact percentage of cures which I reported in 
1925.5 Later on in the same paper the figure 87 
per cent. again occurs as representing those who 
‘‘obtained relief which they had been unable to 
obtain by any other means.” 


Comparison of Operations. 

In comparing the results of gastro-jejunostomy 
with those of resection it is not only essential to define 
the term ‘‘cure’’ but also to utilise only series of 
cases treated by the same operator. In the small 
collection of cases reported here I have applied the 
word ‘‘cure’’ to those patients who. are completely 
free from symptoms, do not take any precautions 
about diet, live normal lives, and in fact are not 
conscious of the process of digestion. Since I began 
my first assays into resection for duodenal ulcer, 
122 cases have passed through my hands and been 
operated upon by myself. Of these, gastro-jejunos- 
tomy has been performed in 35 cases (28-7 per cent.), 
a Finney pyloroplasty in 2, and pyloro-duodenal 
resection in 85 (69-6 per cent.). That is, resection has 
been carried out in about 70 per cent. of patients. 
Gastro-jejunostomy was performed either because 
resection seemed impracticable owing to widespread 
fibrosis around, or because the ulcer was a small soft 
one and the larger operation appeared unjustifiable. 

Mortality of gastro-jejunostomy.—Three patients died 
(8-5 per cent.). One was from pulmonary embolism 
on the seventeenth day in a man of 60. One man of 36, 
who had previously had a perforation and subsequent 
severe hemorrhage, died within 24 hours after an 
anterior gastro-jejunostomy from he#matemesis. No 
clamps were used at the operation, but I believe the 
blood to have come from the suture line. The third 
patient, a woman of 58 with a large callous ulcer, 
died on the twelfth day after operation from broncho- 
pneumonia. Post-mortem examinations were made in 
all three. 

Mortality of pyloro-duodenal resection.—Amongst 
the 85 operations, which include the very earliest when 
the technique was not well understood as is the 
standardised operation of gastro-jejunostomy, two 
patients died (2-3 per cent.). The ninth resection was 
a woman of 47. Anterior and posterior ulcers were 
present. A Billroth-I1 anastomosis was performed. 
She died on the tenth day with a very rapid pulse 
and great pallor. A hemorrhage was suspected, 
but a post-mortem examination revealed nothing but 
fatty degeneration of the heart. The abdominal 
anastomosis had healed. No signs of peritonitis 
were present. The other patient, the eighteenth 
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operation of resection, was a young man of only 21 
who for six years had had severe symptoms. Again 
a Billroth-I operation was performed to remove two 
duodenal ulcers. On the sixteenth day he died. 
Post-mortem bilateral broncho-pneumonia was present. 
The anastomosis had nearly healed. The length of 
time the operation took probably contributed to the 
lung complication. These are the only two deaths 
there have been, and since then 67 consecutive patients 
have had resections performed upon them without 
mortality. 

Whilst it might not be fair to take the figure 8-5 
per cent. as representing the true mortality of gastro- 
jejunostomy in a larger series of cases, yet it must be 
admitted that in the hands of the same surgeon 
pyloro-duodenal resection has no greater and probably 
a lesser mortality than gastro-jejunostomy. 

Later results—Of those patients who have been 
operated upon for 34-64 years, only 51 could be 
studied, for some have proved impossible to trace. 
Of these there are only 13 gastro-jejunostomies, 
of whom eight are quite well (61-5 per cent.). It 
must be conceded that the total number is absurdly 
small from which to generalise. Yet it represents 
my clinical impression fairly faithfully. Perhaps the 
figure 69 per cent. that I published some years ago, 
agreeing as it does with Balfour's “‘ completely well” 
percentage, reflects more accurately the true state of 
affairs. These eight patients are absolutely well 
and normal individuals. Of the other five, one has 
only slight symptoms, one is unrelieved in any way, 
whilst the other three show some improvement. 

The cases of duodenal resection number 38. Of 
these, 81-5 per cent. are absolutely well. Of the 
failures, mention must be made of Case 19, to whom I 
have referred in previous publications, for during 
the separation of the intestine I cut across the common 
bile-duct, afterwards implanting the pancreas into 
the open end of the duodenum. For three years 
he was absolutely well without symptoms, but early 
last year he wrote that he had had attacks of severe 
pain in the right side of the abdomen with jaundice. 
Early this year he died in another hospital. Post 
mortem, a gall-stone was found impacted at the 
entrance of the common duct into the duodenum 
and there was aseptic cholangitis. It is not absolutely 
certain but probably fair to attribute the formation 
of gall-stones to the injury of the common duct. 
Of the other failures, three of the early Billroth-I 
operations must be mentioned in which the duodenum 
containing the ulcers, the pylorus, and a. very small 
piece of stomach were removed. Case 3 had recurrence 
of symptoms within a year; a posterior gastro- 
jejunostomy has given him relief since. Case 14, 
a man of 49, was quite well for three years but then 
intractable symptoms recurred. At operation two 
years later a hard mass at the back of the duodenum 
was felt—clearly an ulcer adherent to it; an anterior 
gastro-jejunostomy has given him relief for the last 
18 months. Case 11, a male of 43, received only 
temporary benefit and, although X ray investigations 
were twice made, no abnormality was found until 
four years later, when it seemed clear that he had 
another duodenal uleer. This was confirmed during 
the performance of an anterior gastro-jejunostomy. 
Two months after this he perforated a gastro-jejunal 
ulcer. Since that time, over two years ago, he has 
had another perforation which he has survived. He 

‘ 8. 
still complain a ey 

This experience corroborates that of other surgeons 
that, like the analogous case of the gastric ulcer, 
local removal is insufficient. It is necessary to take 
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away a certain portion of the stomach as well. But 
even this will not certainly protect every patient 
from recurrent ulcer, though such an ulcer is exces- 
sively rare. Jansen ® found in the literature 2] 
cases of ulcer after a Billroth-I operation : 11 of them 
occurred in the suture line and 10 in the duodenum. 
An analysis showed that most of them were due to 
insufficient antral resection or injury to the pancreas. 
A few seemed to be ulcers overlooked. 

Although more recurrent ulcers have been reported 
after the Billroth-II operation, I have not had one 
in my own series, probably because more of the 
antrum is taken away than in the small Billroth-I 
resection done in my earlier cases. However, a 
man of 45 came under my observation who two 
years before had had a posterior gastro-jejunostomy 
for a duodenal ulcer. No relief occurred, so the 
pylorus was resected eight months later. Four 
months after this an extensive Polya resection was 
performed for a gastro-jejunaluleer. Lessthan a year 
later he came under my care. He was emaciated 
and evidently had a large gastro-colic fistula, with 
feeal vomiting and diarrhea. At operation I was 
quite unable to remedy this, as the marginal ulcera- 
tion had been so extensive as to lay the stomach and 
colon into one cavity. He died six weeks later. 

No operation will cure every patient with a duodenal 
ulcer. Of those sufferers whose complaint is unrelieved 
by medical treatment 69 per cent. will be cured by 
gastro-jejunostomy and 81 per cent. by gastro- 
duodenal resection. In the face of these results I feel 
constrained to continue to perform gastro-duodenal 
resections, particularly as my figures include all the 
early operations where the technique was not clearly 
worked out and the extent of the removal necessary 
was unknown. 
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DIVIDED DOSAGE IN RADIUM THERAPY. 


By ALBERT Erpinow, M.B. Lonp., 
AND 
J. C. Mottram, M.B. Lonp. 
(From the Radium Institute, London.) 


Tne dose of radiation required to produce an 
erythema of the skin cannot be expressed in milli- 
gramme-hours even when the screening, the distance, 
and the area of the applicator are kept constant, for 
the reason that fewer milligramme-hours will be 
required to produce an erythema when the intensity 
of the radiation is high than when it is low. When 
the intensity be reduced to a few milligrammes per 
square centimetre, exposures extending over several 
weeks will not produce an erythema. Similar results 
are obtained using a strong applicator by giving a 
number of small doses once a day or once a week. 
For instance, a square applicator of 60 mg. of radium 
spread over 4 8q. cm. and screened by 0-12 mm. of 
silver and 3mm. of lead, and lead plaster (this 
applicator was used throughout these investigations) 
gives an erythema if laid on a rat’s skin for 12 hours 
(720 mg. hours). When, however, exposures of five 
hours were given once a week, 13 such exposures were 
required to produce an erythema (3900 mg.-hours). 
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The Table, giving skin reactions, shows the difference 
between single and divided dosage. It may be 
inferred that the skin recovers from the injurious 
effects of the radiation between the intervals of the 


Fic. 1. 
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testes of rats, and at the same time does not cause 
complete sterility, 5000 R given in repeated small 
doses does not damage the skin, whilst complete 
sterility follows. Assuming that tumours will behave 
like the testes and present a low 
power of recovery, they recommend 
fractional dosage in radiotherapy in 
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order to avoid damage to the skin 
and surrounding normal tissues. 
The following experiments have 
been carried out to see how Jensen’s 
rat sarcoma responds to divided 
dosage. Two tumours were taken 
of 60 sq. mm. One of these was 
given 15 hours Y-radiation to the 
radium applicator already described, 
the other three exposures of five 
hours at intervals of two days. Both 
tumours disappeared at approxi- 
D mately the same time. 
Three tumours of about 20 sq. mm. 








+ 8 12 16 20 24 
DAYS 


In this and subsequent figures the number of days refers to the periods 
following appearance of tumours after inoculation. 


divided exposures, whereas during the continuous 
exposures there is no such opportunity for this powe1 
SINGLE DOSFS, 


DIVIDED DOSES, 


Hours. §£. M.s.H.O.H al 3 appls, of 5 hrs. at 3 day intervals. 


M1. N N N N 1 N N 21 29 
BS . N N 22 32 2 N N 25 31 
13. 15 N 21 32 5 N N 24 27 
14. 13 N 16 «634 ea. ae N N 24 30 
15. 1) N 20 27 | 3 appls. of 4 hrs. at 3 day intervals. 
aS. 10 13 24 27 . «6 es N N N N 
Mm. ; 14 20 30 2 N N N N 

3 N N N N 


E.= erythema; M.S.<—the occurrence of a moist surface ; 
H.O. hair out; H.G.= hair growing. The figures give the 
number of days after exposure (the first exposure in the case 
of the divided doses) on which erythema, hair out, &c., occurred. 
N indicates no skin reaction. 


of recovery. The question arises, do tumours also 

show this power to withstand divided dosage ? 
Regaud and Ferroux! have recently shown that 

whereas 4000-4500 R damages the skin over the 


8 32 +~=«COWeere similarly dealt with. The 
rr ~ tumour receiving the divided dosage 
disappeared more quickly than the 
two receiving the single 15-hour 
exposure. In Fig. 1 five tumours 
are dealt with. The times of radiation were 12 hours 
and three periods of four hours, the tumours were 
from 40-50 sq. mm. in area when first radiated. 
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Fig. 1 shows that one of the tumours, given 

















* Regaud, Cl., and Ferroux, R.: Zeit. f. Krebsforsch., 1930, : : 
=xxii. 10. 12 hours, did not disappear, but after a period of 
Fic. 3. retarded growth developed into a 
large tumour; the other 12-hour 
=U radiated tumour persisted for a 
z60| 14 longer period than any of the tumours 
ta / + which had the divided exposures. It 
320! / ce follows that exposures of three 
periods of four hours at from four to 
> og0| a five days’ intervals were rather more 
> efficient than single exposures of 
o& 240 - 12 hours in causing the tumours to 
opie regress. Fig. 2 deals with tumours 
~ 200F which were first radiated when from 
<x 160 50-70 sq. mm. in area. Three were 
oe” given 12 hours, and two divided 
= 20+ | dosage. It is seen that one of the 
- 7 | tumours receiving 12 hours grew, 
80 J *s | otherwise there was no decided differ- 
By 4 ence between the effects of a single 
40 ¥//* oe, “e. dose and of divided dosage. Fig. 3 
10) ” oh deals similarly with tumours from 
4 8 5 20 24 28 32 80-92 sq. mm. in area. Here again 





the divided dosage is just as efficient 
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as the single dose in causing the disappearance of 
the tumours. 


CLINICAL AND LABORATORY NOTES, 


It is concluded, therefore, that Jensen’s rat sarcoma | 


is just as sensitive to divided dosage as to a single 


dose within the limits of the above experiments ; and | 


that irradiating this tumour with a view to causing 
its disappearance, and at the same time avoiding 
injury to the overlying skin and normal tissues, can 
be accomplished more successfully by divided dosage 
than by a single exposure. It is clear that a much 


larger dose of radiation can be set free in a tumour | 
without the production of an erythema of the skin! discovered. 


CLINICAL AND LABORATORY NOTES 


A CASE ILLUSTRATING THE 
COEXISTENCE OF THE ARTHRITIC AND 
ALIMENTARY FORMS OF PURPURA. 


By G. Eric Lewis, M.B. Cams., M.R.C.P. Lonp., 
HOUSE PHYSICIAN AT THE HOSPITAL FOR SICK CHILDREN, 
GREAT ORMOND-STREET ; 


AND 


G. H. Macnab, M.B. EpIn., 
RESIDENT MEDICAL SUPERINTENDENT OF THE HOSPITAL, 


It is well authenticated that both the forms of the 
anaphylactoid type of purpura may occur in the 
same patient. The following case, however, presents 
several points of clinical interest. 

A girl, aged 11} years, who had always been an 
exceptionally healthy child, was admitted to the 
Hospital for Sick Children under the care of Dr. 
Robert Hutchison on March 25th, 1931. She had, for 
six days, complained of frontal headache, of a sore- 
throat, and of pains in the arms and legs which had 
lately become more severe. On the day 
admission she had vomited once. 

Examination showed some swelling and pain on 
movement of the right elbow, of the left wrist, and 
of both knees. No cardiac abnormality was detected. 
A tentative diagnosis of acute rheumatism was made, 
but, on the next day, a few purpuric spots appeared 
on the right forearm and over both knees. The 
probability of the case being one of purpura 
arthritica was then recognised. This probability was 
strengthened by the facts that the platelet count 
was 129,600 per c.mm., that the coagulation time 
was 1 min. 25 sees., and that the bleeding time was 
30 secs. After the first day in hospital there was no 
fever, and the pulse-rate remained around 120 per 
munute. 

Vomiting was a prominent feature, two or three 
vomits taking place every 24 hours. On April Ist 
some gastric peristalsis was noticed through the very 
thin abdominal wall. Next day a f#culent vomit 
occurred. No further peristalsis was seen and a 
copious result was obtained after giving an enema. 
During the night there were two further vomits, 
fecal in character, and the child became obviously 
more ill. Although a second enema gave a good 
result, the diagnosis of a high obstruction, probably 
due to an intussusception, was made, and laparotomy 
determined upon. There was no abdominal dis- 
tension, but the condition of the child was critical. 
A blood transfusion was therefore given before the 
operation. A jejuno-jejunal intussusception about 
4 inches in length was found. It was of apparently 
recent origin, and was successfullv reduced. A great 
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by divided dosage than by a single exposure, and that 
this larger dose will have its full effect on the tumour, 
since its power to recover in the intervals between 
exposure is much less than in the case of the skin. 
These results strongly suggest that in the external 
application of radium or X rays in the treatment 
of tumours, divided dosage should be given a thorough 
trial. How much the dose should be divided and 
what should be the intervals of time will probably 
depend upon the growth rate of the tumour and 
on its kind, only by clinical research can this be 


amount of free fluid, yellowish and slightly blood- 
stained, was found in the peritoneal cavity. It was 
proved, by subsequent culture, to be sterile. The 
appendix was normal, but in the intestinal wall, for 
its entire length, though especially numerous in the 


ileo-cxcal region, were many obvious sub-serous 
hemorrhages, some frankly purpuric, and others 
circular. The whole presented a_ very. striking 


picture. 

After the operation progress was satisfactory, 
despite the appearance of some further purpurie spots 
on the wrists ten days later. These were transient, 
and convalescence has since been uninterrupted. 

One of the most interesting features of the case 
lies in the differential diagnosis of the cause of the 
vomiting. This, it appears, was at first consequent 
upon the hemorrhages into the wall of the gut. The 
later vomiting, which was fweal, was determined by 
the intussusception. Another point of importance 
lies in the fact that, whilst it is generally taught that 
the diagnosis of intussusception should not be made 
without first attempting to exclude the presence ot 
Henoch’s purpura, yet in this patient intussusception 
and the abdominal type of purpura were found to 
coexist. Indeed, the intussusception was probably 
the result of a patch of bleeding into the intestinal 
wall. 


Our thanks are due to Dr. Robert Hutchison for 


permission to publish this case. 


SILICOSIS IN A GRAVE-DIGGER. 
By Peter W. Epwarps, M.B. EpIn., 
MEDICATI SUPERINTENDENT OF THE CHESHIRE JOIN 


SANATORIUM, MARKET DRAYTON, SALOP, 


THE patient was a man, aged 32, who had worked 
as a grave-digger for the last 17 years. In 1924 he 
began occasional blood-spitting. There was cough 
and shortness of breath. In 1926 he had pleurisy, 
side unknown. In November, 1929, the symptoms 
were worse, night sweats, weight loss, and malaise 
supervened. In March, 1930, his doctor diagnosed 
bronchitis. The patient was dissatisfied, and in 
April, 1930, had a radiogram taken and was told he 
had lung fibrosis. Despite his symptoms he con- 
tinued at work until October, 1930, when he was 
admitted to the Cheshire Joint Sanatorium gravely 
cachectic, with low blood pressure 75-112, and much 
emaciation. The symptoms were heavy cough, 
copious sputum, and marked dyspnoa. The sedi- 
mentation-rate was rapid. The sputum contained 
tubercle bacilli. The temperature was high. The 
chest expanded one inch. The right chest was dull, 
the breath sounds were weak, and there were some 






































rales throughout and evidence of a cavity at the 
apex. The left lung had a moderate dull note, 
harsh breath sounds, and very few adventitia. The 
X ray screen showed that the diaphragms moved 
very slightly and that the diaphragmatic angles 
opened up poorly. The radiogram I considered to 
show advanced tuberculosis and pneumoconiosis. 
The patient died in 66 days. 

Autopsy.—The pleure were thick and adherent at 
many points. The lungs felt gritty and had numerous 
cavities. The mediastinal glands were enlarged. 
Two sections of the lung were prepared by the 
freezing method and one by paraffin. One patho- 
logist reported that the sections showed ordinary 
structure of chronic pulmonary tuberculosis, adding 
that the fibrotic nodules present had caseous centres 
and were therefore certainly old tubercles, and that 
‘there is no evidence of fibrosis or of fibrotic nodules 
such as are found in silicosis. Thereafter, this 
pathologist said there was disagreement amongst 
other pathologists who had seen the slides. I there- 


MEDICAL 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF THERAPEUTICS AND 
PHARMACOLOGY. 

A MEETING of this section was held at Cambridge 
on May 30th, with Dr. Puitie HAMIL in the chair. 
A paper on the 

Action of Avertin on the Liver 


was read by Dr. E. B. Parsons. This drug was, he 
said, an organic compound of bromine and such 
compounds were known to have a toxic action on the 
liver. He had attempted to study the effect of 
Avertin in rabbits by staining their livers for fat 
after varying doses of the drug. The interpretation 
of the findings had been difficult because of the 
accumulation of glycogen which tended to mask 
any pathological changes that might be present. He 
had, however, been able to demonstrate slight fatty 
degeneration after doses of 0-5 g. per kg. of body- 
weight. He did not claim that these experiments 
were in any way conclusive and he hoped to be 
able to repeat them in dogs where interpretation 
would be easier. 

Sir FRaNcis Surpway said he had now used avertin 
in 435 cases, including children and old people, 
without any bad results. In 12 of the patients the 
operation had been for removal of the gall-bladder, 
and in one case congenital cystic disease of the liver 
was present and there was comparatively little healthy 
liver tissue left. All had made a good recovery. 

Sir WILLIAM WILLCOX said it was not yet known to 
what extent avertin was a liver poison, although 
it was known that bromine compounds were more 
toxic than the corresponding chlorine ones. It 
was very important to remember the part played 
by idiosyncerasy when drugs caused toxic damage to the 
liver. Atophan was a good example of this. 


Cerebral Metabolism. 

Dr. E. G. Hotmes read a paper on Cerebral Meta- 
bolism (by himself and Mr. C. A. Ashford). He 
pointed out that in order to understand the mode 
of action of drugs on the nervous system—for example, 
those causing anewsthesia and analgesia—a knowledge 
of the biochemical and physiological processes in 
the brain would be of great value. The present 
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fore submitted the history, the radiograms, and the 
microscopical slides to Prof. Lyle Cummins, who 
has kindly reported as follows : 

“The sections I have examined with much interest. To 
me they appear to be typical of silico-tuberculosis. Some 
of the lesions are fairly typical of what Irvine has called 
‘infective’ silicosis, and others are those of a very fibrotic 
type of tuberculosis.” 


It is noteworthy that for 17 years the patient had 
worked as a grave-digger. Samples of the sand from 
the graves were found to be ordinary red sandstone. 
The man told me that the graves varied in depth 
from 7 to 13 feet, and that pneumatic drills were 
often employed and, though the patient knew 
nothing of silicosis, he considered his work very 
dusty, and in dry weather he and his colleagues 
were only able to dig for periods of 20 minutes. 
Pathologically and clinically the case appeared to 
me to be obviously one of tuberculosis and pneumo- 
coniosis and, in view of the nature of the sandstone, 
probably silicosis. 


SOCIETTES 


investigation arose from a desire to know whethe1 
during insulin convulsions there was any shortage of 
sugar in the brain. It was found that in an animal 
killed during insulin convulsions the glycogen and 
sugar content of the brain were not reduced but there 
was less lactic acid than normal present. It was 
found on further experiment that the lactic acid 
content of the brain was proportional to the glucose 
content of the blood when the animal was killed. 
The brain only had very small stores of glycogen 
and was mainly dependent on the glucose brought to 
it in the blood. The convulsions of hypoglycemia 
were not relieved by lactic acid but were relieved by 
glucose, so it seemed that the conversion of glucose 
to lactic acid was one of the essential processes of 
brain activity. Dr. Holmes went on to discuss the 
differences between brain and muscle metabolism 
which his experiments showed were striking. In brain 
tissue, for example, there was no hexose phosphate 
stage in the formation of lactic acid and the rate of 
oxidation processes was much more rapid in all nervous 
tissues, being greatest in grey matter and least in 
nerve. He said that they had also carried out a few 
experiments on non-medullated nerve which seemed 
to show that here again metabolism was quite different, 
since plenty of glycogen was available. He thought 
that work on these lines was a necessary preliminary 
to an understanding of what was happening in the 
central nervous system, and was essential if the 
way in which it was affected by drugs was to be 
understood. 
Digitalis in Toxemia. 

Dr. G. N. Myers read a paper in which he said that 
the difference of opinion among clinicians about the 
value of digitalis in pneumonia had led him to test its 
action in toxemia. The toxin used in these experi- 
ments was diphtheria toxin, and the experimental 
animals were guinea-pigs. A series were digitalised 
for varying periods and doses varying from one to three 
minimum lethal doses of diphtheria toxin were given. 
Nearly all the digitalised guinea-pigs survived and 
the controls died. Survival was found to depend 
on two factors—the dosage of digitalis and the 
amount of toxin injected. The toxin was next given 
first and the digitalis second, and it was found that the 
digitalised animals again survived provided that 
administration of digitalis was begun at = once. 
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Strophanthus was found to have the same protective 
effect to a less marked degree. Ouabain, however, 
was found to have no protective effect at all. When 
the reaction of the white cells was examined it was 
found that there was much greater leucocytosis in 
the digitalised animals than in the controls. The 
differential count showed an absolute and relative 
increase in lymphocytes and the polymorphonuclears 
remained normal. The injection of nucleoprotein 
was found to affect the leucocytes in the same way 
but there was no protective effect. Examination 
of the cardiac muscle in the controls showed typical 
fatty degeneration, whereas the hearts of the 
survivors among the digitalised animals showed 
very little. 

Dr. W. E. Dixon said that whatever the action 
of digitalis might be it was certainly different from 
that at present taught to students. It was probable 
that it had some physical effect on tissues which 
prevented toxin from acting.—Sir WILLIAM WILLCOXx 
asked if digitalin had been tried in these experiments. 

-Dr. MYERs replied that it had not. 

Sir HumMpHRY ROLLEsTON recalled the observation 
that digitalis had a beneficial effect on alcoholic 
delirium. 


Dr. HELUIER read a paper entitled 
Sensitisation of the Uterus. 


Pituitrin, he said, had been shown to have a more 
powerful action on the uterus than any othersubstance, 
but it was not yet clear how far it was responsible 
for the onset of normal labour. Dixon and Marshall 
had suggested that this was due to increased secretion 
of pituitrin at the end of pregnancy ; other observers 
had suggested that cstrin was the sensitising agent, 
Using the guinea-pig uterus, Dr. Hellier showed 
that cestrin had no sensitising effect provided 
that a preparation free from protein was used; 
the results previously obtained might be due to 
protein rather than to cstrin. He then produced 
evidence to show that the factor of importance 
is the relative proportion of potassium to calcium 
salts in the fluids perfusing the uterus, and suggested 
that if potassium is increased relatively to calcium the 
uterus is sensitised to pituitrin. There was evidence, 
he said, to show that this was actually the case in 
pregnancy, and this might be the normal physiological 
process for the induction of labour. 

Dr. Dixon said that o@strin was a hormone of 
comparatively simple chemical composition which 
had one known property, that of causing the return 
of the cstral cycle after spaying. Dr. Hellier’s 
paper supported the view that cstrin has nothing 
to do with sensitising the uterus. 


Histamine and the Circulation. 

Dr. J. C. HoyLe read a paper in which he said 
that histamine could rapidly produce in experimental 
animals a condition resembling surgical shock. 
Very little work had, however, been done to show 
its effect on the pulmonary circulation and deductions 
from experiments carried out on one species of animal 
were of little value because the effect varied greatly in 
different species. His tracings showed that in the dog 
intravenous injection causes first a short preliminary 
stage in which the right auricular pressure rises, 
the pulmonary arterial pressure rises, and the vascular 
volume of the lung is increased ; this is then followed 
by a longer stage in which these conditions are exactly 
reversed. Other tracings showed the variations 
produced in the dog, the cat, and the monkey. He 
suggested that the preliminary effect was due to the 
local action of the drug on the pulmonary vessels 
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and heart; it was then carried round in the blood 
stream to the portal circulation where it produced a 
spasm of the vessels and therefore a damming-back 
of the blood which was the cause of the secondary 
effect on the pulmonary circulation. 


THE INTER-STATE POST-GRADUATE 
ASSEMBLY OF NORTH AMERICA. 


(Continued from p. 1194.) 


AT the second session of this association, held on 
May 27th, Mr. LAWRENCE ABEL gave a cinemato- 
graphic demonstration of the abdominoperineal 
operation for 

Cancer of the Rectum. 


It was important, he said, to know how to estimate 
the patient’s chances of surviving the operation. 
Before coming to a decision a number of investiga- 
tions should be made. The heart and lungs must 
be investigated in the usual way, and the cardiac 
energy index should be estimated, this being repre- 


, LL 
sented by the formula: C.I. 100. P.P., the 
; D2. 
pulse pressure, was obtained by subtracting the 
diastolic pressure from the systolic pressure. Any 


patient with a cardiac index between 25 and 75 was a 
good subject for operation, but over 75 the risk 
became serious. Any patient with a hamoglobin per- 
centage of less than 50, ora red cell count of less than 
four million, should have a blood transfusion before 
operation. The blood-urea should be estimated and 
the blood group ascertained. It was useful also to 
have an estimation of the blood chloride and blood 
cholesterol. The urine was studied by the usual 
tests, and by culture from a catheter specimen. In 
Mr. Abel’s experience two-thirds of the patients who 
came up for advice were beyond all hope of help from 
surgery, but 33 per cent. were operable. 

The abdominoperineal operation, he said, was 
the only thorough procedure, and it was fraught with 
less danger to the patient than any other. The 
abdominal portion was practically bloodless; the 
perineal portion demanded careful hemostasis. The 
whole operation took about an hour. The complete 
abandonment of chloroform and the introduction of 
the McKesson gas and oxygen apparatus had done 
much to reduce mortality. After the operation it 
was very important to move the patient straight on 
to his bed in the theatre, to keep him warm by an 
electrically heated blanket, and to give him a blood 
transfusion at once. The mortality had fallen to 
7-6 per cent. since the introduction of this transfusion. 
If a perineal excision could be performed,an abdomino- 
perineal could certainly be performed ; 77 per cent. 
of patients were alive and well five years afterwards. 
Colloid and melanotic growths had 100 per cent. 
mortality ; operations for cauliflower growths were 
nearly 100 per cent. successful, while those for adeno- 
carcinomata ranged between 60 and 70 per cent. 
The patients never had any trouble with the action 
of the colostomy opening ; they had very rare acci- 
dents, if any, and needed no aperients. At the end 
of three months they went back to work, or any sport 
they liked—hunting or golf. Women had borne 
children after the operation. The prognosis seemed 
to be worse with young people. 


Cancer of the Cervix. 
Mr. Victor BONNEY gave a gynecological talk. 





In answer to questions he began by describing his 
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method of treating cancer of the cervix. The best 
radium workers, he said, had had 25 five-year cures 
among every 100 cases. The best surgical results 
were the same, but the surgeon’s 25 cures really 
came from 65 cases, as that was the operability rate. 
The radium man treated 96 per cent. of the cases 
sent to him. The surgeon treated 40 more of his 
100 cases with radium and got a certain number of 
cures in addition to his 25 operative successes. Even 
with Heyman’s technique the results of radium at 
the Middlesex Hospital had been poor; admittedly 
it was only used for inoperable cases. Another 
objection to radium was that it could not be used 
without letting the patients know they had cancer ; 
most of the surgeon’s patients never knew. He did 
not use radium pre-operatively because it confused 
the issue. The mortality of Wertheim’s operation 
had been immensely reduced—to 5 per cent. The 
operation was one that any surgeon could do, but 
it must be learned thoroughly. Radium could not 
remove the glands or the tissues on the side wall 
of the pelvis. The vaginal operation suffered from 
the same disadvantage. To compare radium and 
surgery was like comparing a trench-mortar with a 
high-velocity gun; their spheres of action were 
totally different. The method of election depended 
on the shape of the cancer area; the area of radium 
influence was limited, while that of surgery could be 
extended where necessary. Since the action-area of 
radium was essentially smaller than that of surgery, 
radium was best suited for early growths. The 
extent of a growth was relative to the size of the 
cervix ; a growth would soon grow outside the limits 
of a small cervix. 
FIBROIDS AND PROLAPSE. 

He had a very poor opinion of the use of radium 
for fibroids. It induced an artificial menopause and 
atrophied the ovaries. The same thing could be done 
more safely with X rays. The operation was so 
simple and safe that it was hardly worth while to 
recommend even X rays. It was a retrograde step 
to destroy the ovaries for a bad uterus. The ideal 
treatment was myomectomy ; it was never neces- 
sary to remove the uterus. He had removed as 
many as 125 fibroids from one uterus by the method 
of block incision.'. The first step was to clamp both 
uterine arteries in the myomectomy clamp and both 
ovarians by ring-foreceps on the ovariopelvie ligament. 
Then the uterus was split right down the centre from 
the fundus. With one finger in each cornu, a wedge 
was marked out on each half with the sealpel and 
taken right out, many of the fibroids going with it. 
The remaining fibroids were easy to shell out from 
the cut surface, and the two halves of the uterus 
were then united. The one drawback was the stitch 
line down the back of the uterus, which involved a 
mild risk of adhesion to the small intestine. Most 
myomectomies could be done entirely from the 
front. The whole essence of the operation was 
hemostasis. Patients did very well in subsequent 
The uterus stood labour quite well, 
but the patient often preferred Cuwsarean section to 
emsure the safety of the baby, as such a patient was 
naturally often near her menopause by the time her 
child was born. 

Prolapse was a very variable thing with many 
lines of treatment, but, speaking generally, Mr. 
Bonney preferred Blair Bell’s buttress method of 
anterior colporrhaphy. For the rare form—true 
hernia of Douglas’s pouch—he had various methods : 


pregnancies, 


an ordinary colpoperineorrhaphy as for rectocele 


See THE LANCET, Jan, 24th, p. 171. 
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might be successful, but in some cases he had opened 
the abdomen. Vault prolapse could be remedied by 
amputation of the cervix and colporrhaphy, but 
ventrifixation was safer and surer unless the cervix 
had to come out anyway. 

Retroversion of the vagina was very common, 
though never described in text-books. There was 
no redundance in the anterior wall, though far more 
than usual of the anterior wall of the vagina was 
seen through the orifice. Often the uterus was held 
up—retroposed, not retroverted—but often it went 
back too. The result was that the intestines lay in 
front of the uterus, on the bladder; the whole 
direction of pressure was changed. Instead of bring- 
ing pressure to bear on the rectum in defxcation, 
the intestines pushed back the uterus. Only ventri- 
fixation would antevert the vagina. For elderly 
people with complete prolapse Lefort’s operation 
was excellent. 





MEDICO-LEGAL SOCIETY. 


Sir WILLiAM WILLCOX presided at a meeting of 
this society held on May 28th, and Dr. NatTHuan 
Raw read a paper on 

Dangerous Drugs. 

The League of Nations Council, he said, had 
coordinated national efforts to prevent the illicit 
manufacture and distribution of narcotic drugs, 
and the Dangerous Drugs Act, 1920, was the contribu- 
tion of Great Britain to this work. The Regulations 
of 1928 scheduled medicinal opium; extracts and 
tinctures of Indian hemp, cocaine and ecgonine and 
their salts ; morphine and its salts diacetyl-morphine 
(heroin), eucodal and dicodide ; and any preparation 
or other substance containing one-fifth per cent. 
or more of morphia or one-tenth per cent. or more ol 
cocaine or ecgonine; and some others. These 
drugs could all be obtained on the prescriptions of 
doctors but not otherwise, and careful records must 
be kept and be open to inspection. 

The illicit drug tratlic was enormously lucrative 
and the unlawful supply of dangerous drugs was very 
large. A great deal of opium was smuggled into 
Cairo from the Red Sea by nomad Arabs who made 
this activity their chief means of livelihood. The 
men at the head of the organisation were Greeks, 
who must have made colossal fortunes out of it. 
Once in Cairo, the opium, cleverly adulterated, was 
parcelled out among the pedlars who sold it in the 
coffee-houses, or transported it in bulk to one of the 
opium dens in the Mouski bazaar. Generally 
speaking, the opium traflic had been stamped out of 
Europe, with the possible exceptions of Berlin and 
Constantinople. The latter town contained three 
factories, two of which turned out opium and heroin 
at the rate of one ton per month. The normal 
wholesale price of opium and cocaine was, he said, 
about £25 per kilogramme. They were never sold 
in Western Europe to an addict at less than a shilling 
a “shot” of about 20 mg., and the drug was as a rule 
heavily adulterated in the first place; the profit, 
therefore, was usually far in excess of 1000 per cent. 
The ‘“Byng broom” had swept away most of the 
West End night clubs which had been used by addicts 
and pedlars, but similar resorts were springing up 
in the outlying districts. The machine-gunners of the 
American criminal gangs were nearly all cocaine 
addicts. Coeaine- and  heroin-taking owed their 
growth to the war. Wounded men had developed 
a craving for drugs ; hospital staffs had taken to them 
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in their world of horror, and a large synthetic produc- 
tion had developed to meet the demand. Germany, 
which had made much synthetic cocaine and heroin 
during the war, was a prolific source of supply, with 
Switzerland in second place. Much of the increase 
was due to curiosity and a sensuous craving for some- 
thing new ; to lack of hope, recklessness, neurasthenia, 
and the necessity to maintain the pace at work and 
to seek refuge from a jarring world. Moreover, 
young women found that “sniffing” gave them 
brightness and vividness. 

An international conference on the limitation of the 
manufacture of narcotic drugs was at present in 
session at Geneva, to agree if possible on amendments 
of the Geneva Convention of 1925 and to limit the 
derivatives of opium and coca leaves to strictly 
medical uses, as contemplated by Article 9 of The 
Hague Opium Convention of 1912. A pamphlet 
published by the secretariat of the League of Nations 
showed how failure to ratify or carry out the Geneva 
Convention had led to an alarming increase of the 
illicit drug’trattic. The only effective weapon against 
this tratlic would be combined international effort. 
Nevertheless, this country could be proud of the 
fact that its share in the traflic was comparatively 
small, 

Sir WILLIAM CoLLINs related that Lord Brassey’s 
Commission in 1895 had given the impression that 
opium, at any rate in India, was rather a good thing 
than a bad, and that the Indian opium trade with 
China was indispensable. John Morley—as he had 
then been—had overthrown that position and an 
attempt had been made to bring the Indo-Chinese 
opium trade to an end, but it had failed in 1917. 
While it had been in progress, England had been 
exporting large quantities of morphia to India and 
the Far East, but this traffic had decreased. The 
only way to control the spread of dangerous drugs 
was to draw a ring round Turkey, Persia, and China. 
The work of the present conference seemed to be 
largely invalidated by the omission of any attempt 
to control raw opium and raw coca. The American 
and the Chinese delegates had withdrawn from the 
conference in 1925 because no account was being 
taken of raw material. There was strong opposition 
in India to any legislation parallel to the Dangerous 
Drugs Act, although the British signatories to The 
Hague Convention had accepted responsibility for 
the Crown Colonies and the Dominions as well as for 
the Home Country. India’s large export of opium 
to the Far East would not be forgotten at Geneva. 


Aspirin and Thyroid. 

Dr. GERALD SLoT remarked that practising 
physicians also encountered the problem of addiction 
to hypnotics of the barbituric acid series, to thyroid 
preparations, and to the aspirin group. Drugs 
of the barbituric acid series did not bring about the 
same moral and physical degradation as opium and 
cocaine, but they were none the less very harmful. 
Thyroid was often taken by women who wished to 
get thin, and its addicts took it in enormous doses. 
One girl he had attended had developed argyria 
from the silver coating of the pills, besides the 
symptoms of tachycardia and swollen feet ; she had 
been taking grs.70 of thyroid a day. It was not 
uncommon to see women eat aspirin out of their 
handbags as though it was so much sugar. Again, 
although ergot-like preparations had been put on 
the Dangerous Drugs list, many ecbolics equally 
powerful or more so could be bought without 
restriction, such as pituitary extract and penny- 
royal. The sale of drugs such as lysol and arsenic 
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from automatic machines also constituted a great 
danger. 

Mr. H. N. LINSTEAD stated that chemists in some 
of the middle European countries produced drugs 
which, although not dangerous drugs, were chemically 
very close to them and could be easily changed into 
them. These basic products could be manufactured 
and sold without restriction. Only a Government 
monopoly would check this evil. Six months ago, 
he said, the Turkish Government had agreed to 
control the three factories in Stamboul which were 
manufacturing morphine and heroin. The amount 
of opium grown in India had been cut down steadily. 

Dr. E. H. Grirrin recalled that in the war he had 
purchased ** paradise pills’ from an Italian and had 
derived great benefit from them at a time when he had 
been sleepless. The dangerous drug menace was 
probably not so serious as the alcohol menace. Drug 
patients were invariably nice people, well turned out 
and well-behaved—a great contrast to aleoholies. 
The replacement of opium by alcohol in China had 
done the population great harm. We complained of 
a few grains of morphia from Turkey, but we dumped 
large quantities of whisky on the Americans. 

Dr. MorGan FInNvucaANE said that, unlike most 
legislation, which was drafted as the result of careful 
inquiry, the Dangerous Drugs Act and its strict 
regulations had been based on hasty war legislation 
in America and hurriedly adopted here, chiefly 
because of a few notorious Cases. Morphia and 
heroin were a great sheet anchor in chronie illness, 
but doctors became obsessed by the idea that they 
could not give them, especially to poor patients. 
It was quite wrong to restrict the liberty of the 
doctor as the Act restricted it. 

Dr. PERCY SPURGIN pointed out that, whereas 
medical men now tended to restrict the giving of 
drugs of any kind, the sale of patent medicines had 
enormously increased, among them being drugs quite 
as dangerous as morphia and heroin if taken in the 
wrong way. 

Mr. E. R. Botton maintained that he had never 
found that the Dangerous Drugs Act had ever 
prevented anyone from obtaining the drugs he wanted 
for scientific or medical purposes. 

Mr. A. A. RoMAIN pointed out that medical men 
looked upon an addict as a diseased person, but the 
law knew no other remedy than prosecution and 
imprisonment. 

Mr. F. D. Levy stated that in a recent case one 
of the girl witnesses had said that she had not known 
it was wrong to take these drugs. This ignorance 
was very widespread. He asked why the medical 
profession did not band together to inform the public 
of the law on dangerous drugs. 

Sir BERNARD SPILSBURY suggested that, if imprison- 
ment had the effect of curing an addiction, it might 
be worth while. The number of addicts in this 
country had greatly decreased since the Dangerous 
Drugs Act. 

Mr. E. L. Turnpucey said that the Home Office 
only did what Parliament told them to, and that 
to accuse them of being bureaucratic or maniacal 
about dangerous drugs was quite unjust. He 
suggested that much addiction was due to the actual 
repressive effect of the Act, and that if it were 
repealed the gain might exceed the loss. 

Sir Witt1amM WILLCOX said that this country might 
pride itself on taking the lead in what was an inter- 
national problem. 


Dr. Natuan Raw briefly replied. 
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MEDICAL WOMEN’S FEDERATION. 


AT a meeting of the London Association of this 
Federation, held on May 19th, the President, Dr. 
LETITIA FAIRFIELD, being in the chair, Dr. Mary 
BARKAS spoke on the 


Voluntary Mental Patient. 


The main thing in the new Act about voluntary 
patients, she said, was that provision for their treat- 
ment was not compulsory on the local authority. 
Even a statutory duty was often neglected by local 
authorities, so that there was not likely to be any 
great hurry to take up a permissive activity. Unless 
somebody pushed the local authorities they would do 
nothing, and it was extremely important for all 
practitioners to look out for cases requiring such 
treatment and to see that the local authority made 
provision for them. Further, the Act now gave the 
local authority power to spend money on out-patient 
departments, preventive measures, research, and 
after-care. Again, it was the duty of practitioners 
to see that the money was spent. 

A good deal of the hopelessness often felt about 
mental patients was due to the fact that they were 
not treated until the most favourable period for 
treatment had passed. Those who had worked in 
institutions where voluntary boarders had been taken 
for some time had a more optimistic outlook. — If 
the surgeon never saw a cancer case until three years 
after hope of successful treatment was over, and 
moreover had to live with those patients until they 
died, he would not feel he was getting the best chance. 
The general practitioner should be as ashamed of 
letting a mental case go beyond the curable stage 
as of letting a case of cancer become inoperable. 
How far the proportion of voluntary patients increased 
in public hospitals depended largely on the general 
practitioner, who needed a great deal more insight 
into the personality of his mental patients. He was 
in a unique position for learning all about them and 
for catching them in an early stage. Far too many 
practitioners told their patients to pull themselves 
together when they needed to be put to bed. ** Make 
an effort, Mrs. Dombey ” 
mental patients. 

All that voluntary patients had to do was to write 
to the medical superintendent and ask for admission ; 
they could leave on giving three days’ notice in writing, 
thus allowing time for communication with relatives 
and for making arrangements. The medical 
superintendent had to see that the patient understood 
these conditions ; often a doctor would send up as 
‘voluntary’? a patient who was incapable of 
appreciating the situation. If the voluntary patient 
lost volition and remained without it for a month, 
he must be put on some other footing. In recent 
years the attitude of the Board of Control had altered 
very considerably ; they now wanted a patient to 
be on a voluntary basis if possible—provided only 
that he could understand his position. It was 
surprising to what extent really insane people would 
come as voluntary patients. 


was the tragedy of many 


SOME TYPES. 

Nearly every type of mental illness could be found 
among voluntary patients—even acute mania and 
paranoia. Far more patients with delusions of 
persecution could be cured if they were taken in time ; 
their delusions developed very slowly and they did 
not generally reach a mental hospital for 10 or 12 
years after their first complaint. They came up for 
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advice about headache or rheumatism or some other 
ailment apparently irrelevant to their mental state 
and the general practitioner should look out for them, 
by inquiring of patients whether they thought there 
was any adverse influence affecting their health. 
The melancholic—the patient who got depressed 
and felt he was no good—was very suitable as a 
voluntary patient. Far too often these patients were 
treated vaguely by the general practitioner and 
urged to make an effort—until at last they committed 
suicide—whereas the first thing taught them in a 
mental hospital was to go to bed at once and atop 
making an effort as soon as this black cloud of dullness, 
absence of feeling, and insomnia came down on them 
The difficulty was to select those melancholics who 
were best treated as voluntary patients. Some of 
them found it very difficult to make any decision, 
and a decision to enter a mental hospital and stay there 
was beyond them. They constantly gave notice and 
withdrew it, and the ensuing worry prevented them 
from getting the needed rest. They were depressed, 
retarded, and full of guilt, and could usually be 
certified. When the decision was taken out of their 
hands they settled down and got better. It would 
have been an advantage, in Dr. Barkas’s opinion, if 
the Act had provided that a voluntary patient, having 
once signed a request to enter a mental hospital, 
could be detained for a few months. 

Another type of possible voluntary patient was the 
neurotic. Many of these would be seen in the new 
out-patient departments and in-patient provision 
for them was greatly needed. Whereas those in the 
psychotic group needed all the resources of the 
mental hospital, at any rate in reserve, the neurotics 
often needed no more than removal from home and 
an occasional talk, or a rest in the open air with 
massage, feeding up, and, above all, a little under- 
standing affection. Many people resented the idea 
that these patients should come under the Board of 
Control, but the smaller homes might be very 
unsatisfactory if under no supervision. The neurotic 
was particularly liable to become the victim of the 
quack. 

If general hospitals made suitable provision for 
voluntary mental patients neurotic patients would 
get the advantage of thorough physical investigation. 
The general hospitals were, however, short of beds, 
and their help would not go far. An out-patient 
department was essential for the neurotic and 
voluntary class of patient. 

In reply to questions, Dr. Barkas said that the 
treatment of early paranoia in institutions depended 
on the employment of sufficient staff. Many early 
cases of schizophrenia and other mental illness were 
much better treated outside a mental hospital, and 
some other provision was needed for them. They 
needed both psychological and physical treatment 
exercises and massage, for instance—and they tended, 
when once they got into hospital, to relapse into 
“just sitting.” They might do well with out 
patient treatment in their own homes. Some kind 
of social worker was absolutely essential; at least 
50 per cent. of the treatment of the patient was 
treatment of the family. 


DISCUSSION. 

The CHAIRMAN pointed out that the clause relating 
to temporary patients had been so whittled down in 
its course through Parliament that it was very 
difficult to interpret. It was extremely rare for any 
patient, not hopelessly insane, to remain without 
volition for a month. 

Dr. MILDRED CREAK emphasised the number of cases 








1244 THE LANCET,] NEW IN 


of mild melancholia treated devotedly by the practi- 
tioner, up to the day of their suicide, as neurasthenia. 
The practitioner's attempts at distraction were 
comparable to taking a patient with a broken thigh 
folk-dancing. She questioned whether the anxiety 
of the legislator to safeguard personal liberty was 
really in the interest of the patient. 

The CHAIRMAN observed that mild and transient 
psychoses were far more common than was recognised. 
Lay people still tended to think of mental illness as a 
thing apart, and took any attempt to deal with it as 
an insult. Coroners were ready enough to attach 
blame to the medical profession for any slight error 
in physical treatment, but never mentioned the gross 
maltreatment of melancholia; they did not realise 
how easy it was to recognise early symptoms. One 
early manifestation sometimes encountered was 
extreme resistance to treatment of any kind: “I 
am unworthy of medical attention.”” The paranoiac 
above all other people could be moved by self-interest 
and could be induced to enter a mental hospital if 
persuaded that it was to his advantage todo so. The 
public mind must be disabused of the idea that the 
early and the voluntary patient were necessarily 
curable. The voluntary provision was going to be 
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of the utmost benefit and comfort to the chronic and 
relapsed patient. An out-patient department without 
in-patient beds was a useless thing. The out-patient 
department attached to the big general hospital and 
teaching school would, in her view, prove a delusion. 
Nor could the work depend on voluntary social service ; 
it was astonishing that the Board of Control had not 
issued a warning against instituting any treatment 
without trained social workers. 

REPLY. 

Dr. Barkas did not agree that an out-patient 
department without beds was useless. It might be 
valuable if it had attached to it some kind of 
occupational centre or hostel and a convalescent 
home. An apparently genuine neurotic might 
suddenly slip over into an acutely psychotic phase ; 
it was therefore difficult to draw a hard-and-fast 
line between those who needed mental hospital treat- 
ment and those who could be safely treated outside. 
A good convalescent villa in a mental hospital was 
probably the best place to treat them. Every 
melancholic should be regarded as a potential suicide, 
and yet at the same time a certain amount of risk 
must be taken. 


NEW INVENTIONS 


A PNEUMOTHORAX APPARATUS. 


THE apparatus, which we have designed and con- 
structed, is very simple to operate and adjust, easy 
to read, and can be used without risk to the patient. 
To do away with the operation of clipping, which 
interferes with the apparatus while the pneumo- 
thorax is being induced, 
we have so designed it 
that a switch is the only 
part which needs to be 
handled. The diagrams 
explain the system. One 
is a front view of the 
instrument consisting of 
a wooden panel, with two 
apertures—one for a 
manometer and the other 
for observing the height 
of fluid—i.e., the quantity 
of air injected into the 
pleural cavity. The 
Switch itself shows 
various marking—e.g., 
“Start Operation,” 
“**Intrapleural Pressure,”’ 
and “ Air Introduction.” 
The water-valve E is to 
control the flow of the 
fluid into the bottle and 
is in the centre of the 
switch. The other is a 


DIAGRAM 1. 











pleural cavity and the switch turned to “‘ intrapleural 
pressure.”” The manometer reading having been 
taken, the switch is then turned to “ air introduction.” 
The fluid will now flow into bottle 2, and air into the 
pleural cavity. During the operation it will be 
found necessary to observe the true intrapleural 
pressure. This can be done simply by switching 






DIAGRAM 2. 
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diagrammatic sketch of 

the apparatus. There are two bottles—1l and 2 kept 
at ‘a constant level. All india-rubber tubes pass 
thypugh the switch-ways A, B, and C, while E repre- 
sents the water-valve described above. To perform 
the operation it is first necessary to see that the level 
of fluid (e.g., 1 in 80 carbolic acid) in bottle 2 is at 
zero. The water-valve is then turned until a slow 
stream of fluid leaves bottle 1 and enters bottle 2. 
The switch is then turned to “start operation ” and 
the flow of fluid is automatically stopped. The 
needle attached to the tube is then inserted into the 


back to “‘intrapleural pressure.” At the end of the 
operation the switch is turned back to “‘ start opera- 
tion,” and the water-valve closed (screw action). 
All that is now necessary is to change round the bottles 
and bring the level of fluid to zero, and the apparatus 
is ready for the next patient. The whole instrument 
is contained in a leather case from which it can easily 
be slipped out. Messrs. A. F. Browne, of York-road, 
London, S.E., are the makers of the apparatus. 

A. CLAUDE M. Etman, M.D., M.R.C.P. Lond. 

H. CAMERON-WriGurt, F.C.S. 
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La _ collapsotherapie de _ la 
pulmonaire. 


tuberculose 


By MICHEL LEON-KINDBERG, Médecin des HOpitaux 
de Paris. Paris: Masson et Cie. 1931. Pp. 181. 
Fr.22. 


Etude sur le traitement de la_tuberculose 
pulmonaire chronique base sur de nouvelles 
recherches cliniques et experimentales. 

By Dr. C. M. DEsVERNINE, des Facultés de New 


York, Paris et Madrid. Paris: Louis Arnette. 
Pp. 98. 


COLLAPSE therapy dominates the modern treatment 
of pulmonary tuberculosis. Sanatorium treatment 
is chiefly of value because a sanatorium provides the 
best possible conditions for carrying out collapse 
therapy, a staff trained in the special technique 
required for its successful employment, an X ray 
department operated by one who has made a special 
study of chest radiology, abundant fresh air—often 
lacking in a town hospital—and a duration of institu- 
tional treatment not possible in an ordinary hospital. 
But the sanatorium is not essential for the successful 
treatment of pulmonary tuberculosis whereas collapse 
therapy is essential in many cases. Dimly envisaged 
by Arnould in 1770, realised by the physiologist 
Carson in animal experiment in 1819, and _ first 
consistently practised by Forlanini (1888) the 
“patents of nobility’ of artificial pneumothorax, 
to employ the expression of Rist, have a quite 
respectable antiquity. 

It is only in recent years, however, and notably 
since the Great War, that collapse therapy has found 
universal acceptance and been successfully practised 
in the four continents. The principles upon which 
it depends, the methods employed in its use, the 
developments in chest surgery to which it has led, 
and the benefits to be expected from it should be 
realised by every medical practitioner. The seeker 
after knowledge in this department could not find a 
better guide than Dr. Leon-Kindberg, an enthusiast 
who never allows his enthusiasm to upset his judgment. 
And this admirable little book is evidence not only of 
his practical knowledge of his subject, but also of the 
breadth of the writer’s mind. He is never afraid to 
explain “this is a little tip of my own, probably other 
workers get quite as good results without using it.” 
After an introductory historical section the author 
devotes three chapters to artificial pneumothorax 
treatment. A chapter on oleothorax, concerning the 
future of which Dr. Leon-Kindberg does not seem 
to be very hopeful, precedes a short description of the 
surgical interventions which have been designed to 
supplement or replace pneumothorax treatment when 
the success of the induced pneumothorax has been 
in jeopardy through adhesions, or when an adherent 
pleura has prevented its employment. The practi- 
tioner who wishes to know what happens to his 
patient when he has been sent to a sanatorium or who 
wishes to be in a position to advise his tuberculous 
patient on the wisdom of accepting collapse therapy 
could not do better than read this book. 

Dr. Desvernine’s little book, which appears to be 
a continuation of a brochure published by the author 
under a similar heading in 1921, consists of two 
essays on the treatment of tuberculosis. The first 
deals with treatment by artificial pneumothorax and 
the second by specific immunity methods. In the 
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first essay the writer suggests that the effect produced 
by collapse therapy is due to a variety of cellular and 
intercellular activities resulting in increased tolerance 
for tubercle antigen, and he sees in all this an inter- 
relationship with the vegetative nervous system. 
The second essay consists in a short exposition of his 
own specific treatment by inoculation of infected 
guinea-pigs with autolysate of tuberculous sputum. 
The writer has made free and generous use of 
quotations from all and sundry, but the arrangement 
of his matter leaves something to be desired. 


There 
are several pages of bibliography. 


Operative Obstetrics on the Manikin. 
For Students and Practitioners. sy CHARLES B. 
REED, M.D., F.A.C.8., Associate Professor of 
Obstetrics, North-Western University Medical 
School, Chicago. Philadelphia: P. Blakiston’s 
Son. With 254 illustrations. Pp. 134. 


Since the more widespread adoption of ante- 
natal supervision the practice of many teaching 
obstetric hospitals is becoming more and more 
restricted to normal cases and opportunities for the 
student to see the treatment of obstetrie complica- 
tions are consequently becoming fewer. Even when 
complications were more common the student rarely 
had a chance to treat them himself and we have 
always felt that such lack of opportunity might be 
made good to some extent by constant practice on 
the manikin. Such practice has many advantages. 
Procedures can be repeated as often as necessary 
to give the operator confidence and dexterity, and 
there is almost no limit to the operations that can 
be carried out and to the complications that can be 
invented. For this reason we welcome this work 
which the author claims to be the first on the subject 
in English. 

The book is divided into two parts. Part I. is 
taken up with operations on the manikin. These are 
described in detail ‘“‘commencing with the simplest 
and gradually advancing to the more difficult and 
dangerous.”’ The various steps in each mancuvre 
are explained minutely in the text, and illustrated by 
numerous diagrams and pictures, so that the student 
with this book to guide him hardly requires supervision. 
Our first thought on receiving the book was one of 
surprise that no one had thought of producing such 
a work before. We feel that it should be in the hands 
of every teacher of obstetrics and available for every 
student. Its great merit is the precise and detailed 
directions for carrying out the various operations 
described so that at no point is the student left without 
guidance. Certain errors and omissions are noticeable. 
It is stated (p. 150) that for external cephalic version 
there is but one indication—viz., transverse presenta- 
tion. ‘‘ External version might be done to avoid a 
breech delivery but such a maneuver is not called for.” 
With this opinion we cannot agree, for in our view 
one of the most valuable procedures in midwifery is 
prophylactic external version in breech presentations. 
In the description of the delivery of the after-coming 
head in breech cases there is no mention of the value 
of the forceps on the head when moderate jaw and 
shoulder traction fail to deliver. Part II. (seven 
chapters) is not occupied with operations on the 
manikin but with other operations that could not be 
carried out on the manikin (such as Cesarean section 
and the artificial interruption of pregnancy); and 
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to accounts of such conditions as antepartum 
and postpartum hemorrhage. Doubtless these are 
introduced in an attempt to make the book a complete 
text-book of operative midwifery, but this entire part 
would have been better omitted since the operations 
described do not properly come under the title of the 
book, and are more fully treated elsewhere. 

We had hoped to find somewhere a description of 
the best kinds of manikin available and especially, 
seeing that the author rightly advises the use of the 
stillborn foetus rather than the ‘“ puppet ”’ as better 
and far more instructive, some directions might have 
been given on the best way of preserving the foetuses. 
The ‘‘ furfurol ’ method for this purpose is used in the 
Sloan Hospital, New York, and in University College 
Hospital, London; a foetus treated by this method 
is preserved indefinitely and at the same time kept 
soft and flexible. 

We can confidently recommend the work ; the idea 
is original and the matter is sound. 





Diseases of the Tongue. 


By W. G. SPENCER, M.S., F.R.C.S., Consulting 

Surgeon, Westminster Hospital; and SS. Cape, 

F.R.C.S., Assistant Surgeon to the Hospital. 

London : H. K. Lewis and Co., Ltd. 1931. Pp. 561. 

358. 

Tunis book represents the third edition of Butlin’s 
classical monograph on the tongue and its diseases, 
but it has been revised, altered, and rewritten to 
such an extent that it is actually a new work on the 
subject. Mr. Spencer and Mr. Cade give a good account 
of the many diverse affections of the tongue and 
mouth, but the real merit of the work lies in the 
attempt the authors have made to evaluate the 
modern methods of dealing with cancer of the tongue. 
This section, of course, deals largely with radium 
treatment, and we observe with some satisfaction 
that the authors have not used massed statistics, but 
base their opinion solely upon their personal experi- 
ence. To the reader who desires information upon 
radium therapy from this point of view we commend 
this book. The authors are enthusiastic in their 
praise of radium, and in their belief in future improve- 
ments in its use, but are not blind to its limitations 
and the many failures they have experienced. The 
book does make the serious student feel that radium 
therapy is very far from being the solution of the 
cancer problem, though undoubtedly in certain 
circumstances it can accomplish more than any other 
means at our disposal. The book is profusely illus- 
trated, pleasant to read, and has a good bibliography. 


The Mongol in Our Midst. 


Third edition. By F. G. CrooxsHank, M.D., 
F.R.C.P. London: Kegan Paul, Trench, Triibner 
and Co., Ltd. 1931. Pp. 539. 2ls. 


Ir Dr. Crookshank had belonged to another age he 
might have spent a happy life pricking o’er the plain 
in burnished armour seeking occasions for martial 
impact. When, after a hearty joust, he found that 
the lady to whose rescue he had galloped was without 
either personal charm or need of assistance, he would 
have bound his wounds cheerfully, remarking : 
‘“What matter? It is as if I had seen a damsel in 
distress, and anyway, it was a good fight.” Such 
an attitude of mind is a joy to those who sympathise 
with it and a thorn in the flesh to those who cannot 
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understand. In this new edition of ‘“‘The Mongol 
in Our Midst’? he reproduces the material which 
aroused so much controversy when it was first 
published in 1924, and adds to it a great deal of new 
matter and new photographs and a hearty reply to 
his many critics. His style is incisive and readable 
and the material of his thesis is undoubtedly stimulat- 
ing. His book will be a delight to all those who 
like to wander in those realms of knowledge where the 
receptive mind can unfold to limitless possibilities 
while reason hesitates on the outskirts and orthodoxy 
turns shudderingly away. Dr. Crookshank marshals 
an array of facts which cannot be ignored; as he 
himself says, their explanation is yet to seek, but they 
command respect and sober reflection. No advance 
can be made in any direction by refusal to handle 
bricks which do not fit comfortably into the orthodox 
structure but which nevertheless remain lying about 
for the builder to stumble over. The bizarre and 
fascinating problem of the mongol is still far from 
solution, but nobody who is interested in it can afford 
to miss this book. 


Die klinische und réntgenologische Unter- 
suchung der Lungenkranken. 


By Dr. Hans Puitiprr. Munich: J. F. Lehmann. 
Pp. 119. M.6.50. 


Tus book is a short account of the usual clinical 
methods applied to the examination of the diseases 
of the thorax. Dr. Philippi describes briefly the 
symptomatology of respiratory disease, and then 
goes into a detailed description of inspection, palpa- 
tion, percussion, and auscultation of the lung, cover- 
ing fairly fully all the well-known ground. In the 
chapter on the radiology of the chest a rather large 
proportion of space is devoted to sereen examination. 
Two pages are concerned with the examination of 
the upper respiratory tract, and a final chapter with 
temperature recording. The book would have been 
more helpful had it been possible to include more 
diagrams (there are only three) and a few radiograms 
of the normal thorax. Although various authorities 
are quoted in the text there is no bibliography and 
no subject index. 


A Treatise on Light. 


By R. A. Houston, M.A., Ph.D., D.Sc., Lecture 
in Natural Philosophy in the University of Glasgow. 
London : Longmans, Green and Co., Ltd. 1930. 
Pp. 494. 128. 6d. 


Tue author does what he sets out to do, the subject 
matter is lucidly explained, and is illustrated by 
well-chosen line drawings and coloured plates. While 
essentially a book for the student of physics who can 
tackle the mathematics, it will be found useful to 
those who want a work of reference dealing with a 
very wide range of the subject of optics. The chapters 
on polarisation, spectroscopy, the infra-red and X 
rays, the eye and colour vision bear on medical 
science, the last-named chapter including some 
excellent illustrations of optical illusions. The final 
chapter is on the ether and relativity, and will be 
found to offer a very clear account of the initial need 
of physicists for a luminiferous ether and of their 
subsequent arguments that perhaps after all it is not 
necessary. 

Altogether a book which can be_ thoroughly 
recommended. 
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PHYSICAL TREATMENT CLINICS. 


Tue big demand for treatment by physical 
remedies at the Clinic for Rheumatism set up by 
the British Red Cross Society in Peto-place proves 

if proof be required—that work of this kind is 
badly needed. Six years ago' we announced the 
formation of a small committee on rheumatism, 
and we hope that the proposal of that committee, 
now partly realised by the Society, to establish 
a central demonstration clinic in London for 
research, treatment, and teaching is well on its 
way to fulfilment. To erect a medical centre with 
such a comprehensive programme is no slight 
undertaking, and cannot be immediately accom- 
plished. Well may the directors of the Clinic confess 
that they have been confronted by many new 
problems, and that the experimental stage of the 
work is by no means at an end. On the treatment 
side it involves far closer study than has yet been 
given of the actions and reactions of a large number 
of physical procedures in the early stages of 
rheumatic disease. New lines of observation and 
research have to be mapped out. And, above all, 
the best available experience, from England and 
from other countries where rheumatic diseases 
prevail, has to be obtained. The medical use of 
baths is at present an unfamiliar field, although 
within the last few vears diligently cultivated here 
and there. It would be wasteful if new groups 
failed to begin their work at the advanced point 
where these others had arrived. Moreover, in any 
national effort, such as that foreshadowed by the 
Society, the interwoven studies of treatment and 
etiology must be combined with the theoretical 
and practical teaching which is immediately 
necessary for the right extension of such clinics 
throughout the country. Incidentally, we commend 
the suggestion recently thrown out that 
clinics should be 
investigation. 

A year has elapsed since the opening of the 
Peto-place Clinic, and similar centres are being 
planned in other places. In these circumstances 
the original aims of the committee to which we 
have referred may well be recalled. Relying upon 
the experience of the Red Cross Clinic for the 
Physical Treatment of Disabled Officers, in 1916- 
1918, they suggested that the same combination 
of baths with other physical methods should be 
used, on a much larger scale, with special precau- 
tions against chill and fatigue, which nullify the 
effect of such treatment in rheumatic cases ; also 
that in the proposed clinic the same close study 


these 
organised for different lines of 
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and expert treatment should be given to rheumatic 
disability as was devoted at special clinics during 
the war to other forms of disability. Among the 
conditions of down were careful 
selection of cases, close study of the reactions to 
heat and cold in rheumatic subjects, special 
investigation of selected cases, and the service 
of a specialist in physical methods, who should 
devote himself for some years to the study of 
rheumatic conditions. Subsequent experience has 
justified these proposals. The new studies of the 
circulation of the skin in rheumatic disease, of 
abnormalities of surface temperature, of defective 
reactions to heat and cold, of the effect of graded 
and local applications of heat, have gone far to 
explain the value of balneotherapy in these diseases. 
They may even be held to establish the claim that 
surface remedies, properly employed, are an 
essential part of the treatment of rheumatism. 
Unfortunately here, as elsewhere, the more powerful 
the remedy the more easily it is misapplied ; the 
physical physician, not less than the surgeon, is 
in need of special training, experience, and technical 
dexterity. 

In the development of this movement in the 
towns these conditions of success ought to be 
borne in mind. What is really new and unfamiliar 
in these clinics (outside the spas) is the precise 
use of baths. by which certain desired reactions are 
sought. Various forms of radiation, electricity. 
manipulation, are common property in the hospital 
and elsewhere. The essential feature in the clinic 
for rheumatism is the combination of balneo- 
therapy with these other methods. The British 
Xed Cross Society is probably right in thinking 
that this can be best effected sometimes in a large 
hospital, sometimes in an independent out-patient 
centre. We cannot doubt that the ruling principle 
will.be accepted that in all departments or inde- 
pendent clinics where special treatment is given 
it must be directed by medical men highly experi- 
enced and skilful in such treatment. In a hydro 
logical depart ment, as the Society admits, difficulties 
were experienced because attendants qualified for 
hydrological work were not available. But if 
bath departments or clinics for rheumatism are 
to form part of the hospital and medical service. 
it will obviously be necessary to make arrangements 
for adequate training to cover the methods of 
treatment employed. In the case of radiology and 
electrology that has been already done, but at 
present there are no facilities in this country for 
post-graduate training in hydrology. We cannot 
allow that the solution set forth in the Society's 
pamphlet ? is adequate—the stipulation that, for 
example, in the election of six physicians for a 
clinie to treat 500 persons daily “one or more of 
those elected should have a special knowledge of 
hydrology and electrology.” At a bath clinic in 
which special treatment, investigation, and training 
are concurrently carried on, the most 
specialised medical direction is required. 

We agree with the Society that a chain of well- 
organised clinics of this kind is greatly 


success laid 


highly 


needed. 


*See THE LANCET, April 4th, p. 767. 
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The question, however, may well be asked whether 
a complete installation for physical treatment in 
the towns ought to be limited to rheumatic cases. 
At one stage or another in many chronic maladies 
—mental, nervous, and circulatory, in children 
and in middle and later life, as well as in traumatic 
and post-operative cases—efficient hydrotherapy 
and other forms of surface treatment are of proved 
value. Physical remedies, as now understood, 
have a wide scope in the prevention of many 
diseases. They are of curative value in the early 
stages of disease, and in advanced stages without 
prospect of cure they can often arrest a morbid 
process, relieve symptoms, and mitigate or remove 
disabilities. At the present time the spas are the 
only places where such remedies are fully obtain- 
able in England, and if elaborate installations are 
to be provided in the centres of population they 
ought to be available for all forms of illness likely 
to benefit from their use. 





& 
> 





A DRUG WHICH PREVENTS MALARIA. 


Ix a lecture given at the Institute of Pathology 
and Research, St. Mary’s Hospital, on May 26th, 
Lieut.-Colonel 8S. P. James described, in collabora- 
tion with Dr. W. D. Nico and Mr. P. G. Saute, 
the manner in which the practice of malariotherapy 
is being utilised at the Horton Mental Hospital, 
Epsom, to ascertain whether any known or reputed 
antimalarial remedy is a true preventive of malarial 
infection caused in the natural way by the bites 
of mosquitoes. The lecturer pointed out that, 
although quinine suftices in large measure to satisfy 
the practising physician by virtue of its infallible 
action on the asexual stages of the parasite, which 
are responsible for the fever and other clinical 
symptoms of the disease, it has three grave defects 
from the point of view of preventive medicine. 
The first, and by far the most important, is that 
it does not destroy the sporozoite stage of the 
parasite, which is responsible for infection ; the 
second is that it has only a slight and uncertain 
action on the sexual stage, which is destined to 
continue the life cycle of the parasite in the mos- 
quito ; and the third is that its curative effect is 
seldom permanent, for the disease is liable to recur 
within a short or a long period after cessation of 
treatment. Evidently the problem of controlling 
malaria by the use of drugs is not so much a pro- 
blem of finding a drug which is more effective than 
quinine against the fever-producing forms or stages 
of the parasite as it is of finding one that will be 
equally effective against the sporozoite stage, the 
sexual stage, and the stage responsible for relapses. 

It is in this connexion that the practice of 
malariotherapy, provided that those who are to 
undergo the malaria course are infected in the 
natural way by the bites of mosquitoes, finds an 
important application and unique opportunity. 
Malariotherapy appears to be the only satisfactory 
method of testing the efficacy of drugs for other 
objects than the immediate cure of an attack, and, 
in particular, it is the only method by which to 
test the effect of drugs in killing the sporozoite 
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stage of the parasite with a view to prevent infec- 
tion. This is an aim which far surpasses all others 
in importance, for, if a drug were available which 
would destroy that form of the parasite—the form 
which the mosquito injects—we should be in a 
position to prevent malaria from appearing among 
any group of individuals who would take the 
prophylactic doses. It is unnecessary to suggest 
what might have happened in the war if such a 
drug had been available to one of the combatant 
nations and not to others. Since 1927 Colonel 
James and his collaborators at Horton have been 
occupied in endeavouring to find a drug which 
possesses this property. After devising a method 
of infection by the intravenous injection of sporo- 
zoites, they proceeded at first by adding dilute 
solutions of drugs such as quinine and various 
preparations of antimony and of arsenic to the 
suspension of sporozoites which was to be injected. 
It was hoped in this way to ascertain what drug 
and what concentration of it would suffice to kill 
the sporozoites and the young trophozoites result- 
ing from them. Later they adopted a method of 
test which imitates precisely the practice which 
would actually be followed in prophylactic admini- 
stration in the field. The drug to be tested is 
administered in one or two doses on the day 
previous to infection and again in one dose shortly 
before infection. After waiting to ensure that this 
dose is circulating in the blood the person is bitten 
by five or six infected mosquitoes, and, in addi- 
tion, the sporozoite content of the salivary glands 
of one or two mosquitoes is injected intravenously. 
By so doing it is made certain that the person 
receives a heavy infection and that, if the sporo- 
zoites were not killed by the drug which was being 
tested, his attack of malaria would begin within 
the usual incubation period. Then, to ensure that 
the drug does not disappear from the blood while 
the sporozoites are circulating in it, another dose 
of the drug is given and repeated at intervals 
during the next few days. The persons are then 
watched to ascertain whether they develop an 
attack of malaria or not. Finally the fact that 
those who fail to develop the malarial attack were 
not immune to the disease is proved by subsequent 
reinfection in the usual way. 

So far seven preparations have been tested by 
this method. They include different salts of quinine 
and of hydroquinine, “cinchona febrifuge,” and 
three synthetic derivatives of the quinoline ring, 
one of them being the German preparation Bepro- 
chin, of which samples were received in 1926, 
and which may or may not be identical in com- 
position with the substance now issued by the 
same firm (the I. G. Farbenindustrie (Bayer- 
Meister Lucius)) under the name Plasmoquine 
(Plasmochin). In all 34 persons who were to 
undergo a course of malariotherapy collaborated in 
the experiments. In 30 of the experiments the 
mosquitoes used were infected with the benign 
tertian malaria parasite and in four with the 
malignant tertian parasite. With six of the 
seven preparations the result in preventing infec- 
tion was entirely negative. With the seventh, 
however, which is the German synthetic prepara- 
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tion beprochin there is a different tale to tell. 
Eight experiments were made with this drug. In 
six of them the mosquitoes used were infected with 
the benign tertian parasite (Plasmodium vivax), 
and in two with the malignant tertian parasite 
(P. falciparum). On an average each person was 
bitten by nine infected mosquitoes and in five 
cases the bites were supplemented by the intra- 
venous injection of sporozoites. Parallel experi- 
ments with quinine and other drugs served as 
controls. The result in every was that the 
prophylactic administration of beprochin in the 
manner described was successful in preventing the 
attack of fever and the appearance of parasites in 


Case 


the blood. In view of this striking result the 
experiments are now being repeated on a larger 
seale. in 





> 


PROTECTION AGAINST DISTEMPER. 

A SUCCESSFUL method of producing immunity 
against distemper in dogs was described by P. P. 
LaipLtaw and G. W. Dunkin! in 1928. The 
procedure consisted in the use of a dead vaccine 
made from the virulent organs of a dog, the virus 
being killed with formalin, The protection however 
was not complete, and its duration uncertain, 
unless the vaccine was followed up after two weeks 
interval by a dose of active virus, which as a rule 
only caused trivial symptoms. The authors also 
stated that they had succeeded in making an anti- 
serum protective against distemper. Another 
paper? by the same workers gives their more 
recent experience in making an anti-distemper 
serum. By giving one or more further injections 
of living virus to a dog which has passed through 
an attack of the disease a hyperimmune serum of 
considerable potency is produced which can_ be 
further concentrated by precipitation methods. 
The bulk of the antibody is thus obtained with 
only a small fraction of the serum protein, and the 
strength of the serum can be roughly measured by 
complement fixation. The technique of making 
the serum and estimating its strength were only 
arrived at after many trials and difficulties. The 
serum has three important practical applications. 
It has a marked therapeutic effect and may be 
used in bad cases of the natural disease or kept in 
readiness in case a dog should suffer unduly after 
an immunising dose of virus. It will also prevent 
an attack if given during the incubation period. 
The serum has been found valuable when given 
at the same time as a dose of the living virus, in 
order to produce immunity by the method of 
simultaneous or combined inoculation. This is 
similar to the method which has been successfully 
used to protect against several other virus diseases, 
especially rinderpest, hog-cholera, and (in Germany) 
foot-and-mouth disease. To produce immunity 
against the two former diseases and distemper 
the virus and serum are injected on opposite sides 
of the body by the so-called side-to-side method ; 
they must not mixed before injection or 
no resistance to the disease results. In foot-and- 
mouth disease a similar principle is foliowed, 


be 


1 Jour. Comp. Path. and Ther., xli., 209. 
8 Ibid., Mare b 3st, 1931, 
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In order to immunise against some other diseases 
virus and serum can be injected mixed. FrxpLay 
and HINDLE have recorded ® successful experiments 
in which mixtures of yellow fever virus and an 
immune serum inoculated into monkeys produced 
immunity without noticeable disturbance of health : 
and they describe how they themselves and others 
have protected rabbits against inoculation with 
vaccinia by injecting mixtures of vaccinia virus 
and antiserum. 


In 


devising a successful technique for the 
combined method of prophylaxis against any 


disease there is usually considerable difficulty in 
hitting off a suitable proportion of virus and anti- 
serum in the inoculum. If the virus is in excess 
a severe attack of disease may result, but if too 
much serum is given no immunity follows. In 
the case of distemper the experience has so fat 
been favourable and good immunity has resulted 
even when a large excess of hyperimmune serum 
has been given. Ifa severe attack of disease should 
follow the inoculation a further dose of serum can 
be given and serious results averted. The authors, 
though not in any way withdrawing the claims 
which they have previously made for immunisation 
by the use of a dead vaccine followed by living 
virus, point out the advantages of the simultaneous 
virus and serum method. In the latter the serum 
is of known potency, whereas a given animal may 
possibly fail to react suitably and make its own 
antibodies when it has received a The 
necessity for two immunising doses—vaccine and 
virus—with a time interval is a practical objection 
to this method. In the combined or side-to-side 
technique the two doses—virus and serum—are 
given on a single occasion. The results of these 
experiments are of considerable theoretical 
importance. The production of potent immune 
serum against distemper virus is another instance 
of the production of antiviral immune bodies. 
The success of complement-fixation experiments 
with distemper immune serum corroborates the 
evidence previously obtained in variola, vaccinia 
and foot-and-mouth disease, 
applicable in virus diseases. 


vaccine. 


that this technique Is 
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THE BIRTHDAY HONOURS. 


ON p. 1269 appear the names of the medical men 





and women who received honours on the King’s 
birthday on Wednesday. Two of the three new knights 
have earned their distinction in India; the third, 
Dr. Varrier-Jones, is well known in this country as 


the founder and director of the Papworth Village 


Settlement—an achievement which well deserves 
this recognition. In congratulating these members 
of the medical profession we note with pleasure 


other recipients of honours whose work is somewhat 


associated with medicine. The new member of the 
Order of Merit is Sir William Bragg, F.R.S.. the 
physicist. Amongst other honours bestowed on 


the nursing profession the rank of Dame Commandet 
in the Order of the British Empire is given 
to Miss J. M. Cruickshank, late matron-in-chiet 
Princess Mary’s R.A.F. Nursing Service, while Miss 
M. E. Medforth, matron-in-chief of Queen Alexandra’s 
Imperial Nursing Service, receives the C.B.E. 


* Brit. Med. Jour., May 2nd, 1931, p. 744, 
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THE DANCE OF DEATH. 


For 500 years the motif of the Dance of Death 
has fascinated artists, and most travellers will have 
seen one or other of the well-known series of pictures 
in situ, while quite a literature has grown up around 
them. But there was room for this book,! because 
the author has had an ingenious and original idea. 
He has written a series of interesting chapters round 
a collection of prints which he has made of the repre- 
sentations of death in art, and his learned text, which is 
profusely illustrated by reproductions from many of 
the well-known frescoes and woodcuts in which death 
forms a serial subject, has a special medical interest. 

The figures in the Dance of Death, whether they 
dance or not, have certain things in common due 
probably to the origin of the theme as a survival of 
a church festival. Members of the various ranks of 
society, from Pope and Emperor, through the official 
and professional classes, down to the peasant, are 
depicted, each in company with a skeleton, which 
dances, drags, or clutches him to the grave; and the 
common message, whether the grim procession is 
painted on walls or printed in block books and incuna- 
bula, is that in the presence of death all are equal. 
The physician is nearly always represented in the 
series, and Prof. Warthin has examined the parti- 
eular treatment of the doctor and manners of the 
accompanying skeletonin order to gauge the social posi- 
tion occupied by medicine in the different centuries. 
For this purpose he divides the pictorial displays into 
time periods. Of these the first two, covering the 
period preceding the great Holbein, witness the frescoes 
placed on the walls of churchyards, and the produc- 
tion of block books and the earliest printed books, 
such as illustrated prayer books. During the four- 
teenth, fifteenth, and sixteenth centuries it can be 
surmised that the physician was mounting more or 
less regularly in social scale as indicated by his place 
in the processions and the character of his clothes. 
But his rendering is not complimentary, for his sole 
professional accomplishment would appear from the 
pictures to be urine-gazing. Holbein mitigates the 
implied criticism. So many editions, copies, and 
facsimile reproductions of the Holbein Totentanz 
have been published that the beautiful drawing 
of the physician with his hour-glass and sleeping 
dog being visited by a venerable patient in company 
with death is familiar to everyone. Now here the 
physician is treated with dignity. Death holds the 
inevitable urine-glass, and appears to indicate the 
futility of any doctor interfering between him and 
the aged, but the doctor himself is drawn as a student 
and not as a quack and the detail of the open hand in 
expectation of a fee is omitted. Holbein had many 
imitators, and Dr. Warthin writes as an expert upon 
their work, which following the example of the master, 
became satirical and secular, all the religious spirit 
having now disappeared. The doctor, as the date 
changes, changes in clothes and manners, but there 
is not much indication that he has developed in 
scientific knowledge. Through the eighteenth and 
nineteenth centuries up till the present day artists 
have used the old motif as a text for new treatment. 
And as society became more complex the doctor was 
no longer given any prominent role in the dramatis 
persone, which, to judge from Dr. Warthin’s collec- 

*The Physician of the Dance of Death. By Aldred Scott 
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Warthin. New York: Paul B. Hoeber. 1931. Pp. 142 
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tion, is just as well for our repute, since with few 
exceptions, the doctor plays a sorry part in these 
series. 


THE VIVIAN POORE MEMORIAL. 


Work is proceeding under the scheme for a 
memorial to the late Dr. George Vivian Poore, 
inaugurated by the National Homecroft Association, 
announced in our columns some months ago.! Ten 
rural workmen’s dwellings, built on the homecroft 
plan near Cheltenham, are to be fitted, as nearly as 
possible, with exact models of the natural rural 
sanitation which Poore advocated; and later it is 
hoped to raise a small building to his memory. 
Prof. J. W. Seott, of University College, Cardiff, 
who is acting as secretary to the association and to the 
memorial committee, has good hope of seeing two of 
the models in operation this summer, probably more 
if funds permit. It is not without its interest that 
Poore’s scientific results in preventive medicine should 
at this comparatively late date have reached a lay 
body such as this association, which is ready to try 
to raise-funds to push them. Local authorities in 
rural areas are still doing the stupid things which 
Poore long ago exposed ; but time has its revenges. 
All who are interested in Poore’s work and memory 
are invited to the next meeting of the memorial 
committee, over which Dr. F. G. Crookshank will 
preside, to be held in Church House, Dean’s Yard, 
Westminster, on Thursday, June IIlth, at 2.30 P.M., 
when Dr. Scott will present a report. 


THE COMMON COLD AND THE WEATHER, 

It is a matter of common observation and belief 
that colds in the head and other forms of upper 
respiratory disease are associated with wintry condi- 
tions, and it has lately been impressed upon the 
public that damp cold is much more likely to cause 
catarrh than dry cold. Dr. W. M. Gatafer? has 
made a study of the relation between upper 
respiratory illness and weather elements over a 
period of 82 weeks. The volunteers came from 
the Johns Hopkins University and consisted of 
medical students, students of the school of hygiene, 
and members of the common cold research staff. 
A second group consisted of about a hundred families 
living in Baltimore, selected for their intelligence, 
willingness to coéperate, and the presence of children. 
The 82 weeks were divided into two cold periods 
and a warm period. In the cold period there was 
a slight indication among the medical group of an 
increased tendency to colds when any one of the 
following weather elements fell below its ordinary 
level: minimum temperature, average temperature, 
dry bulb temperature, and vapour pressure. The 
maximum temperature, the temperature range, the 
humidity, the rainfall, the wind-velocity, the sun- 
shine, and the atmospheric pressure seemed to have 
no effect on the incidence of respiratory illness. 
Among the family group, however, there seemed to 
be no correlation whatever between the upper 
respiratory attack-rate and the weather during the 
cold period. During the warm period the rise in 
attack-rate in the medical group seemed to be 
associated with a fall in minimum temperature, 
average temperature, temperature range, dry bulb 
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temperature, vapour pressure, sunshine, and atmo- 
spheric pressure. In the family group the associated 
weather factors seemed to be minimum temperature, 
average temperature, dry bulb temperature, and 
sunshine. The conclusion of the two investigations 
is that changes in weather during a warm season 
are probably far more closely associated with colds 
in the head than similar changes during the cold 
season. 


PREOPERATIVE INVESTIGATIONS. 

THERF was a time when the preoperative 
investigation of a patient consisted in the use of 
the stethoscope and no more, but now there seems 
no end to the tests regarded as desirable before a 
patient may safely be handed over to the surgeon. 
Mr. Lawrence Abel’s interesting views on this subject, 
set out in our last issue (p. 1191), find a parallel 
in those of Prof. Marcel Labbeé.’ Dr. Labbé, like 
Mr. Abel, insists on an inquiry into the renal and 
eardiac functions, with examination of blood and 
urine, but he also lays stress on the hepatic functions. 
Besides the usual search in the urine for albumin, 
leucocytes, and casts, and an estimation of the blood- 
urea, he would use the phenol-sulpho-phthalein test. 
He also draws attention to the significance, from the 
renal point of view, of the blood pressure. He is 
less concerned than Mr. Abel with the investigation 
of the cardiac system and does not mention the cardiac 
index, although he would have an electrocardiogram 
in the presence of any disturbance of rhythm. His 
blood tests include an ordinary complete blood count 
with estimation of hemoglobin and the coagulation 
time, and, like Mr. Abel, he would give a _ blood 
transfusion in a case with a low red cell count. 
The hepatic functions occupy the greater part of 
Labbé’s paper, and he recommends chromoscopy—the 
study of the elimination of coloured substances from 
the blood by the bile. He regards the glycosuria 
produced by the ingestion of glucose as an unsatis- 
factory index of the glycogenic function and insists 
on a record of the hyperglycemic curve. This test, 
however, is not enough in itself for a diagnosis of 
hepatic insufficiency, since pancreatic, nervous, and 
endocrine factors are also involved. The proteolytic 
function of the liver must be studied; the most 
precise results are furnished by Philibert’s method 
of giving amino-acids and estimating the amino- 
aciduria, which should not be above 3 per cent. in 
the normal subject. The amount of ammonia 
excreted rises with an acidosis, but it may be present 
in the absence of acidosis in the course of certain 
grave hepatic lesions. Errors of nitrogen metabolism 
may be revealed by the relationship of the colloidal 
nitrogen to the total nitrogen excreted. Disturbance 
of the proteolytic function may be shown by Fosse’s 
method of administering urea. The blood nitrogen 
is considerably reduced in hepatic insufficiency, 
cirrhosis, and simple catarrhal jaundice. The lipo- 
lytic function of the liver is difficult to estimate ; 
often the estimation of urinary ketose—in the absence 
of diabetes—reveals grave disorder of the liver. 
Finally, the liver should be investigated by the study 
of the biliary function and of the blood coagulation, 
In diabetics Labbé thinks that the acidosis is more 
important than the glycosuria; the alkaline reserve 
should always be studied. In the presence of any 
endocrine disorder the estimation of the _ basal 
metabolism must not be omitted, and there must of 
course be the usual routine examination of the 
respiratory system. It may be presumed that many 
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of these precautions are taken only when there is 
doubt of the candidate’s fitness. But surgeons may 
well wonder how they managed to achieve such a 
high percentage of success before the physicians and 
pathologists came to their aid. Perhaps they made 
a habit of looking at the patient. 


ANATOMY AT KING’S COLLEGE, LONDON. 


WorK has now begun on the new anatomy 
department of King’s College, London, which is 
being constructed in two additional storeys on the 
roof of the existing buildings at a cost of 
£60,000. 


over 
Greatly increased laboratory, research, and 
museum accommodation will be provided. The 
department in future will be in close topographical 
association with the other biological departments of 
the college, and for their general use a suite of rooms 
for animal experimental work is being included in 
the new building. These extensions represent the 
first step in execution of the building programme 
set out in the centenary appeal of the college. The 
next will be the conversion of the old anatomy depart- 
ment into an extension of the chemistry department. 
The extension and modernisation of the medical 
department of the college has been undertaken to 
meet the needs of the large and growing pre-clinical 
school, which is associated on the clinical side with 
four of the London teaching  hospitals—King’s 
College, Charing Cross, Westminster, and St. George’s. 


MEDICINE IN RUSSIA. 


AUTHORITATIVE statements on conditions in the 
Soviet republics are few and far between, and it is 
almost impossible to gain an accurate idea of the 
state of medicine in a country so vast and so obsessed 
by political prejudice. Nevertheless, a recent article 
by Dr. H. Hamperl! gives the impression of 
impartiality and confirms information from other 
sources. Private practice, he says, became almost 
extinct under the first revolutionary government, 
but recovered a certain degree of freedom with the 
end of the civil war and the institution of the new 
economic policy. The government, however, 
pressed on it more and more hardly by the expansion 
of its public dispensaries, and the intensive campaign 
against the ‘“‘capitalist elements”’ in 1929, hastened 
its downfall. The medical sitnation in Russia and the 
other Soviet countries is therefore dominated by the 
ambitious policy of a State medical service available 
to all citizens (needless to say, with preference in 
favour of workmen and peasants and their dependants) 
operating through hospitals,sanatoriums,and ambulant 
clinics, and the problem is the provision of sufficient 
doctors to staff the new establishments. The number 
of medical practitioners available is estimated to be 
44,500 and the Five-Years’ Plan includes the training 
of 37,500 more. The teaching facilities are naturally 
inadequate and it cannot be easy to find additional 
teachers to order. Moreover, Dr. Hamperl says, 
the students are selected exclusively from the working 
classes and are given only from one to three years’ 
pre-medical instruction, so that by the time they 
approach their medical course they are not in a 
position to profit by the ordinary lecture system. 
The authorities have therefore been obliged to insti- 
tute the “‘seminary ”’ system of instruction in small 
groups, the members of which pass on the instruction 
to the remainder. The course of instruction has, 


! Wien. klin. Woch., April 10th, p, 483. 
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therefore, been shortened to allow each instructor 
to pass out several groups of students in each year, 
partly by pushing theoretical teaching into the 
background and concentrating on practical, and partly 
by beginning the specialist training of each student 
at the outset of his course. The holidays have been 
cut down and the number of study hours per year 
increased. It is as yet too early, remarks Dr. 
Hamperl, to assess the results of these modifications, 
but it is difficult to see how a medical course of three 
and a half to four years followed by one year’s clinical 
instruction can make much of a doctor out of a 
peasant lad after a couple of years at a high school, 
however intensive the training. 

In contrast to this gloomy outlook, Dr. Hamper] 
gives a reassuring account of scientific work in the 
U.S.S.R. There are, it appears, no less than 120 medica] 
newspapers in the Union, many of them in languages 
other than Russian. The most important works 
usually appear in English, French, or German, and 
papers by foreign authorities are welcome. Journals 
from abroad, however, are heavily taxed. Medical 
societies flourish ; congresses are held regularly and 
are attended by foreign visitors, and the practice 
is extending of inviting distinguished scientific men 
to visit Russia and lecture and demonstrate. 
Scientific institutions are comparatively liberally 
endowed, and the special research departments of 
universities, which have to combine their activities 
with teaching, are being pushed out into establish- 
ments of their own, often in confiscated dwellings 
of the former well-to-do classes. The supply of 
qualified workers being scanty, one man often takes 
several posts at the same institution, none of which 
are well paid, but the authorities are said to be 
contemplating the coalescence of posts and salaries 
as tending to give better results. This survival of the 
independence of science may be a bright spot on the 
the Russian horizon. 


STREAKS IN THE FUNDUS OCULI. 


‘*“ANGIoID streaks in the retina’ was the term 
first applied to an appearance familiar to all ophthal- 
mologists. The description is not correct for the 
streaks are always below the retinal vessels and never 
connected with them. In 1923 Mr. Treacher 
Collins hazarded a suggestion as to their origin. 
‘They always commence,’ he wrote,! ‘‘a_ short 
distance from the maygin of the optie disc, never 
quite at the disc, and often form a circular line, or 
a sector of a circular line which surrounds the disc. 
They tend to branch and become narrower on 
extending from the region of the disc towards the 
periphery of the fundus.’’ His explanation is that 
the appearance is due to “ the deposition of ha#mato- 
genous pigment in the perivascular spaces of the 
short ciliary arteries composing the circle of Zinn 
and the branches proceeding from it.’’ The streaks 
then are secondary to subchoroidal hamorrhage, and 
are often associated with secondary changes in the 
choroid and retina, especially areas of choroidal 
atrophy of various depths—large white plaques at 
a deeper level than the retinal vessels and pigmentary 
changes due to destruction of the outer retinal 
layers and the migration of retinal pigment. In the 
May number of the British Journal of Ophthalmology 
Mr. Rayner Batten returns to this subject. He does 
not subscribe to Mr. Collins’s view that the streaks 
are always the result of subchoroidal h#morrhage, 
but he does believe that they are definitely of 
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choroidal origin, that they are in fact an early 
but inconstant sign of a definite disease of the choroid 
due to a slow oozing through the walls of the choroidal 
vessels. His drawings illustrate the coexistence of 
the streaks with patches of choroidal exudation and 
choroidal atrophy. In his view it is primarily a 
disease of the vessel walls in the choroid which in 
its later stages frequently goes on to central macular 
degeneration and hemorrhage. The disease has its 
onset in middle life, is not associated with syphilis, 
tubercle, or sepsis, and is not inflammatory. In some 
cases, at any rate, it is hereditary (in two instances 
two brothers and a sister were affected). As a rule 
it affects both eyes, although it may be many years 
after the discovery of the angioid streaks that the 
vision becomes impaired. The connexion with trauma 
is uncertain, but in more than one instance it has 
been noted in connexion with the disease of the bones 
known as osteitis deformans. This, and the fact 
that the streaks are generally found in both eves, 
suggests that they depend on some general o1 consti 
tutional condition. For their immediate cause it 
would seem unnecessary to go beyond Mr. Collins’s 
hypothesis. A hemorrhage between sclerotic and 
choroid must so compress the choroidal vessels as 
to produce ischemia of that membrane. That in 
turn would cause interference with the nourishment 
of the rods and cones, and their destruction would 
afford opportunity for the migration of pigment 
through the external limiting membrane. Vision 
would suffer in proportion to the nearness of the 
lesion to the macula. 


BENIGN STRICTURE OF THE CESOPHAGUS. 


Dr. Porter Vinson! has collected 243 cases of benign 
stricture of the esophagus from the records ot the 
Mayo Clinic in 40 of which the cause of the stricture 
could not be determined. In a_ previous report 
published in 1927 he had found that only 18, or less 
than 10 per cent., of 186 cases of benign cesophageal 
stricture in the same clinic were of unknown origin, 
so that there has recently been a remarkable increase 
in the relative number of these idiopathic cases 
recognised, Seventeen of the 40 patients were males 
and 23 females ; the ages ranged from 6 to 75 vears. 
In 9 the stricture was in the upper third of the 
cesophagus, in 10 in the middle third, and in 21 in the 
lower third. The duration of the symptoms ranged 
from 6 weeks to 17 years. The chief symptom was 
dysphagia, which in varying degree was present in 
all the cases. Pain was present in 24, and in most was 
relieved by dilating the stricture. It was attributed 
to associated @sophageal spasm rather than to active 
ulceration in the q@sophagus. Regurgitation was 
frequent, blood being noticed in 10 eases in the 
material ejected. In 7 out of 38 cases in which 
radioscopic examination was carried out no obstruction 
was found. The stricture was single in each case. 
Kighteen were examined with the cesophagoscope 
and in all the lesions appeared to be benign. Although 
the insidious onset of csophageal obstruction is 
suggestive of carcinoma, the combination of a rather 
long history of dysphagia without marked progression 
in a well-nourished subject is in favour of the lesion 
being benign. The absence of obstruction on careful 
radioscopic eXamination and the appearance of a 
smooth outline in the stricture are additional evidence 
that the obstruction is not malignant. In any case 
Dr. Vinson maintains that the diagnosis of carcinoma 
should not be made until it has been confirmed by 


? Surg., Gyn., and Obst., May, 1931, p. 955. 
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amicroscopical examination of the csophageal tissue. 
With the exception of a patient in whom the stenosis 
was complete all the 40 cases were treated by dilata- 
tion with excellent functional results and without a 
death. 


UNIVERSITIES YEAR BOOK, 1931. 


From July 7th-10th next the fourth quinquennial 
congress of British universities will be held at 
Edinburgh. We have received from Messrs. G. Bell 
and Sons a copy of the Year Book of the Universities 
of the Empire for 1931, published for the Universities 
Sureau and edited by Sir H. Frank Heath. From 
its appearance in 1914, this year book has aimed at 
presenting in handy form such information about 
British universities, of which there are now 70 or 
more, as is likely to interest members of other 
universities and colleges, government departments, 
clubs, schoolmasters, and the public generally. 
With what success this has been achieved under a 
series of able editors can best be visualised by those 
who have been obliged to seek such information in 
the calendars of the several universities without its 
help. Each section of the year book contains a 
directory of the otlicers and members of the staff 
of the university, a general account of the facilities 
offered and of the equipment provided, and a report 
of the last academic year. In 1930 there was added 
to the vear book a survey of facilities available for 
scientific research, and now there is a_ further 
comprehensive review of the aids available in every 
country for post-graduate students and _ research 
workers. The register of names at the end of the 
volume has long been a bright spot in every reference 
library, and the general information has now been 
adequately indexed. The price of the year book is 15s. 


THE POISON OF TICK PARALYSIS. 

IN several parts of the world, notably British 
Columbia, South Africa, and Queensland, sheep which 
have been bitten by certain species of ticks develop 
an incodrdination of the hind legs which gradually 
works up the spine until death results from respiratory 
paralysis, the effect being due to a toxic degeneration 
of the spinal cord. Other animals and occasionally 
man are affected in the same way. P. Regendanz and 
E. Reichenow have been investigating! at Hamburg 
the action of the poison of an ixodid tick, Rhipicephalus 
sanguineus, which produces a clinical syndrome of 
this kind. They find that the poison is not in the 
tick before it feeds, nor after it has laid its eggs ; 
it is in the ova, but not in the developed larvie. 
The poison is formed in the ovary, which enlarges in 
proportion as blood ingested increases, but it is 
concentrated in the ova (not in the shells), and 
circulates through the body of the tick, thus reaching 
the salivary gland, which increases in size, and in 
output of saliva, during the days of feeding. The 
gland does not itself form the poison, but passes it 
through to the saliva. Thus the poison reaches the 
host if suction is interfered with, or if the tick remains 
attached to the host after its meal. The poison is 
destroyed in the digestive system of the host, but 
injected subcutaneously into dogs, rabbits, guinea- 
pigs, rats, mice, or canaries, causes immediate 
vomiting and weakness, death oceurring in a couple 
of days. The authors regard the poison as similar 
to that of spiders such as Lathrodectus erebus, but 
they have discovered no means of immunisation 
against it. 


Arch. f. Schiffs- u. Tropen-Hygiene, May, 1931, p. 255. 
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AN ALMONER’S DEPARTMENT. 


No hospital is complete nowadays without its 
social service department, and the first of all these 
departments—that at St. Thomas’s Hospital—now 
publishes an annual report covering 40 pages. The 
changed conditions of hospital practice have by no 
means made the almoner’s department less necessary, 
though they may perhaps have changed the work 
in some ways. More and more the almoner has to 
take the position of interpreter between the language 
of treatment and cure as applied to * a case’ and the 
language of the patient as an individual with personal 
and family difficulties. ‘*The function of the 
almoner,” says this report, “is not to superimpose 
material benefits regardless of the reaction of the 
patient, not even to attempt to tidy up an untidy 
world, but to help the patient whenever possible to 
help himself, to wake up his innate desire for progress 
and better things, to try to prevent the disaster ot 
illness from crushing character and from killing hope, 
and to help patients to readjust themselves, as soon 
as possible and as far as possible, to normal life. 
The two outstanding problems of the present time are 
housing and unemployment, the evil effects of which 
cause ill-health, while ill-health in its turn unfits 
people for taking work when it is available and, worse 
still, causes them to lose the hope or desire of anything 
better. The patients’ payments in 1930 were more 
than £700 less than in 1929, and the almoner has a 
hard time in striking a fair balance for the basis ot 
payment. The hospital is being increasingly used as 
a consultative centre by private doctors, and the 
numbers with which the almoner has to deal, at high 
speed yet without apparent hurry, are almost over- 
whelming. Each of the special departments of the 
out-patient hall has its own special problems for the 
almoner, The orthopedic patient presents the 
difficulty of finding suitable accommodation for 
adult or child who has to be in plaster for many weeks, 
as well as the provision of appliances. The ophthalmic 
department offers all the problems connected with the 
sightless, particularly the training of mothers of 
blind children so that the child is taught to make the 
full use of the faculties it has and is not endowed with 
that cruellest of all gifts—self-pity. In the ear, 
nose, and throat department the almoner has to deal 
with the equally great tragedy of the deaf. The 
children’s department is a busy but often happy and 
hopeful one; its work includes’ provision for 
rheumatism, heart trouble, asthma, maladjustment, 
and mental deficiency, and the complete re-establish- 
ment of health by long periods in convalescent homes. 
There is still a lack of convalescent accommodation 
for children under three. While recognising the 
tremendous advance in the treatment of tuberculosis 
during the last 20 years, the report draws attention 
to the drawbacks of having two authorities for 
tuberculous patients in London: the tuberculosis 
scheme and the public assistance department. Much 
can be done, however, to overcome these difliculties 
by close coéperation. The Lydia out-patient depart- 
ment for venereal disease has many special problems ; 
many of the patients need psychological treatment 
as much as physical, and for many work has to be 
found if they are to be helped at all. The maternity 
department has seen two important changes during 
the last year: the arrangement that every patient 
should have a trained nurse as well as a doctor, and 
the abolition of payment by women attended on the 
district. The almoner has not only to arrange the 
provision of home help during the confinement and 





for the care of the unmarried mother, but also to 
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follow up the babies who attend the welfare centre 
during the first year of their life. 

The speech clinic has now been working for 18 
years, and the number of admissions is increasing. 
The fathers’ and mothers’ centre has moved into an 
enlarged building where there is scope for new 
ventures, bigger nurseries, and an open-air roof 
garden, while the old informal atmosphere is 
maintained, 


TO BOOK LOVERS. 


Messrs. Sotheby are announced to sell shortly, 
in the New Bond-street auction rooms, London, two 
rare books which have direct interest for the medical 
profession as well as the bibliophile. The first is 
a translation of Ulric von Hutten’s ‘De Morbi 
Gallici Quiestione, &c.,” published in 1539, the 
translation being entitled **Of the Wood ealled 
Guaiacum that MHealeth the French Pockes.” 
Guaiacum had been introduced into Europe by the 
Spaniards some 20 years before, although the action 
of the resin was not known till later. Von Hutten’s 
treatise was written shortly after his famous epistolary 
satires on theologians and was translated by Thomas 
Paynel and published in London by one, Thomas 
Berthelot. The disease referred to is, of course, 
syphilis, which we called after the people from whom 
it was introduced into Britain, just as they named 
it after the Italians who, in turn, blamed it on to the 
Spaniards. The other book is rarer, probably, 
for it is thought that but two other copies exist, 
one in England and one in America. It is a small 
paged octavo volume by Dr. John Caius, and was 
published in 1552 in London by R. Grafton. The 
name of it is ‘*‘A Boke, or Counsell against the 
Disease commonly called the Sweate, or Sweatying 
Sicknesse.”’ This is Caius’s famous treatise on a 
remarkable epidemic, which exists in the form of 
an English translation only, save for these rare 
examples. It may be added that the lot preceding 
Dr. Caius’s book is a copy of the first edition of 
Sir Thomas Browne’s Pseudoxia Epidemica, 1646, 
which is much less rare than the other two books, 
though fully as interesting from the medical aspect. 


A TREATMENT FOR CARBUNCLE. 

THe carbuncle is the prototype of indolently 
progressive inflammation, and is seldom seen at 
its worst in young persons, since their defensive 
mechanisms are active enough to lead to early and 
brisk suppuration. Treatment may reasonably aim, 
therefore, at increasing general and local resistance, 
and for the past four years a method has been tried 
in Prof. Bier’s clinic in Berlin which is intended 
simply to amplify the local reaction to infection, 
which is assumed to be. deficient in such cases. The 
immediate object is to produce an active capillary 
hyperemia, and for this purpose a pure solution 
of arnica is used, prepared in ampoules and sold under 
the name Arnusit. W. Gerlach,! who reports on the 
results, points out that the injections must be made 
into healthy tissue in the vicinity of the infected area, 
and not into the carbuncle itself, which is already so 
poisoned that it cannot respond normally. For 
the same reason it is unnecessary to surround the 
lesion with a ring of injections, and this moreover 
would employ too large a bulk of a drug poison. 
Very minute doses prove sufficient, and they are given 
subcutaneously at least a hands-breadth away from 
the zone of inflammation. A burning pain follows but 


1 Miinch. med. Woch., May 8th, p. 783. 
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finger. No further injection is given for 24 hours, by 
which time, as a rule, the artificial hyperemia has 
disappeared. The treatment is then repeated as 
often as may be necessary. The number of injections 
required depends on the stage at which they are 
begun, and it occasionally happens that six or eight 
are needed before suppuration occurs. Meanwhile, 
it is said, the symptoms are obviously controlled. 
Pain and fixation disappear almost at once, and the 
patient feels better. The symptoms soon return 
however ; the temperature rises, and in 24 hours the 
bluish periphery of the carbuncle assumes a ruddier 
tint, which is regarded as evidence of acceleration of 
the more acute stage. The same phenomena are 
provoked by the second and third injections, if 
required, but no case appears to have needed more 
than eight injections in all. An increased tendency 
to small local haemorrhages at each change of dressing 
will usually be noted and need not be feared; it 
springs from an activated blood-supply and_ is 
easily controlled by pressure. A_ further local 
manifestation of the protective response is the develop- 
ment of superficial pustules near the carbuncle, 
while marked general sweating is a common sign of 
recovery. Healing of the lesion is sometimes 
associated with a local itching which is in striking 
contrast with the pain caused by the slightest pressure 
on an untreated ecarbuncle. Gerlach claims that 
if the case is treated in its early stages, before necrosis 
has begun, the whole process remains localised and 
subcutaneous, and the pus is evacuated through a 
pea-sized opening, so that the scar is subsequently 
invisible. The best local dressing is a moist compress 
of diluted arnica in normal saline. Furthermore he 
says that large boils mostly involute after one or two 
injections, and cases of lymphadenitis, bursitis, and 
superficial cellulitis can be similarly aborted. 

It will be noted that the treatment here described 
bears a resemblance to the use of setons, formerly 
much in favour. 

Mr. D. P. D. Wilkie, professor of surgery in the 
University of Edinburgh, is acting as director of the 
surgical professorial unit at St. Bartholomew’s Hospital 
during the first fortnight in June. He takes over the 
duties of Prof. Gask and also lectures to the students. 
Each year an exchange of this kind is made, and the 
experiment has been notably successful. 


To celebrate the centenary of the Harveian Society 
of London a meeting will be held at St. Bartholomew's 
Hospital at 3 p.m. next Thursday. At 3.15 p.m. 
Dr. Raymond Crawfurd will deliver an oration on 
the Place of Medical Societies in the Progress of 
Medicine. Exhibits of interest in connexion with 
Harvey will be on view in the library from 4.30 P.M. 


At the annual general meeting of the Research 
Defence Society, to be held at 11, Chandos-street, W., 
at 3.30 p.m., on Wednesday next, Dr. H. H. Dale, 
F.R.S., will deliver the fifth Stephen Paget memorial 
lecture. His subject will be the Effect of Research 
on Curative Medicine. 


East END MATERNITY HospiraL.—Dr. W. H. Oxley, 
hon. medical officer, reports that ‘‘ booked cases” have 
numbered 10,366 during the last five years. Of these only one 
healthy mother died as the result of childbirth. Six others 
who died “ were seriously ill before labour commenced with 
some disease quite apart from pregnancy, which either 
entirely caused or contributed to the fatal result.” 
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SPECIAL ARTICLES 


PATIENTS’ WAKING HOURS IN LONDON 
VOLUNTARY HOSPITALS. 


REPORT BY A SUBCOMMITTEE OF KING EDWARD'S 
HOSPITAL FUND FOR LONDON.! 


THE management committee of King Edward’s 
Hospital Fund for London, having received from the 
distribution committee the report of a subcommittee 
on the subject of patients’ waking hours, resolved that 
the report be circulated for the consideration of the 
hospitals concerned, in the hope that it may assist 
the hospitals, so far as their different circumstances 
may permit, to fix an hour not earlier than the time 
suggested in the report. 

The attention of the Fund’s visitors was explicitly 
directed last year to a series of questions grouped 
under the general heading ‘‘ Comfort of Patients.” 
One of these questions dealt with the hour at which 
patients are awakened in the morning, and the 
distribution committee asked for a special report on it. 

The replies of the visitors were accordingly referred 
by the distribution committee early in 1931 to a sub- 
committee consisting of Mr.Walter Spencer (chairman), 
Dr. Morley Fletcher, Mr. Eardley Holland, and Sir 
Harold Wernher, and their reports are summarised 
below; 

The hours of waking are summarised, for the different 
groups of hospitals, in the table in an appendix. This table 


gives the following results, classified under the earliest hour 
mentioned by the visitors : 


(a) 4, 4.30 or 4.45 AM, { hospitals. 


(6) 5 or 5.15 Am. .* T = 1) 
(c) 5.30 or 5.45 alm. nie ~~ ae on 
(d) 6 AM. oe ow os ae 11 
(e) 6.30, 6.40 or 6.45 AM. .. oe Ss 
(f) 7 A.M. as eo se es 6 99 
(g) Average of teaching hospital 

group ee ° 3.0) A.M, 


(h) Averages of other general hos- 
pital groups os : 

(k) Averages of special hospital 
groups ° ee o- 


5.10 to 5.35 A.M. 


5.30 to 5.55 A.M. 

Amongst the hospitals where the hour is after 6 may be 
specially mentioned the Middlesex, where the recent change 
of hours has drawn a good deal of attention to the general 
question. The male patients are awakened at 6.30 and the 
female at 6.45. 


Extra-Metropolitan Hospitals. 


The general conclusions drawn from replies from 63 
large general extra-metropolitan voluntary hospitals 
are as follows : 

1. That the day nurses in the majority of cases come on 
duty at 7 A.M. 

2. That the night nurses in the majority of cases go off 
duty from 8 to 8.30 A.M. 

3. That the time on duty of the night staff overlaps the 
time on duty of the day staff in the majority of cases from 
one hour to an hour and a half. 

4. Work begins in the wards in 45 instances before 
6 o'clock and in 18 instances at 6 o'clock or later. 

5. The interval between the beginning of work and break- 
fast varies from 0 to 2) hours, The great majority of 
hospitals allow from 30 to 60 minutes, 

6. The interval between the beginning of work in a ward 
and the visits of the honorary medical staff varies in those 
hospitals in which the honorary staff visit in the morning 
from 3 to 64 hours. The majority allow 4 to 5 hours, 

7. With regard to the extra staff required (i.e., for waking 
at 7 A.M.), the various opinions expressed reflect the 


' London: Geo. Barber and Son., Ltd. May, 1931. 6d, 


difficulty involved in estimating the effect on staff when- 
ever a load factor is increased sharply and for a limited 
period. 

L.C.C. Hospitals. 

The subcommittee also had before them a published 
report, dated November, 1930, by the Central Public 
Health Committee of the London County Council 
on the question *‘ whether any, and if so what, medical 
or other advantages accrued to the patients of the 
Council’s hospitals from being awakened _ before 
6 a.M.” The report states that in 10 of the 28 
hospitals previously under the guardians, waking 
was at or before 5; that in 9 it was at 5 or later; 
and that in 9 it did not begin till 6. The Central 
Public Health Committee now propose that, so far 
as practicable, no patient should be awakened, 
except in special circumstances, before 6 A.M. ; that 
the hospitals below that standard should be raised 
up to that standard as and when staff should be 
available ; that the change should be gradual ; 
and that the matter should be further considered in a 
year’s time. 


Items of Early Morning Work. 

In considering the necessities of hospital work and 
the welfare and comfort of the patients there are other 
matters to be taken into account besides the actual 
hour of waking ; and in these, also, there are differences 
in the procedure at different hospitals. 


The various processes that have to be carried on through- 
out each ward include, for instance, the use of urinals and bed- 
pans, the washing of the patients and the making of the 
beds. The time-table has also to provide for the serving of 
food, which may consist of breakfast only, or of early tea 
first and breakfast later. 

As this procedure has to be gone through with every patient 
inturn,muchtimeistakenup. In arranging the hour when 
these processes must be finished, a sufficient interval must be 
left between breakfast and the light mid-morning lunch. 
Moreover, the washing, &c., for the patients who are dealt 
with last must be completed in time for the first visits of the 
medical officers. This, in the experience of the subcom- 
mittee, usually means by about 10 o’clock, though a good 
many of the returns from the extra-metropolitan hospitals 
mention an hour as early as. In calculating from this 
the time when work must be begun for the patients who 
are dealt with first, it is often the practice to decide on an 
official hour, but to arrange for work to be begun before that 
hour with such of the patients as happen to be awake. 

Within the limits thus determined, the order of the different 
processes may vary. At some hospitals the patients are 
washed before breakfast, at others breakfast comes first. 
Sometimes as many as possible of the patients are washed 
before breakfast, and the rest afterwards. Sometimes 
early morning tea is served immediately on waking, and 
breakfast an hour or so later, after all the washing is done. 


Another factor in the time-table is the division 
of the work between the night and day nursing staffs, 
and the hours when the night nurses go off duty and the 
day nurses come on. There is an overlap usually of 
from one hour to an hour and a half. 


Suggestions. 
The question is much more complicated than it 
might seem at first sight to those who think only of the 
actual hour of waking. 


It is certainly a question on which the King’s Fund, if it 
takes action at all, would only do so after consultation 


with the hospitals concerned. Nevertheless, the subcom 
mittee have formed definite opinions on some points and 
consider that these may well be made the subject of con 


sultation, 

It has been shown that, in the London Voluntary Hospitals, 
6 o'clock is at present the official hour of waking more often 
than any other hour. 

There is also a good deal of evidence that hospitals which 
have already made a change to 6 o'clock from some earlier 
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hour, or which would be prepared to consider the possibility 
of such a change as a practical question, would nevertheless 
regard the difficulties in the way of the adoption of so late an 
hour as 6.45 or 7 as insuperable. 

After taking these facts into accoumt, and after 
having also considered the varieties of practice in the 
other matters mentioned in this report, the subcom- 
mittee are of opinion :— 

(1) That, unless there is some exceptional and 
adequate reason to the contrary, the most suitable 
hour for the waking of patients is 6 o’clock ; bearing 
in mind the fact that, in a hospital, work closes down 
for the night long before the hour at which the patients 
are accustomed to go to bed when at home. 

(2) That, while the adoption of any later hour would 
probably require an addition to the nursing staff, a 
change to 6 o'clock on the part of most of the hospitals 
which now have an earlier hour could probably be 
effected without any material increase of staff or 
expenditure. 

(3) That, at some of the hospitals where the present 
hour is exceptionally early, it may well be impossible to 
change to 6 o'clock without increase of staff, but that 
nevertheless in those hospitals a change is so desirable 
that the question should be considered. 

(4) That breakfast should be served as soon as 
possible after the hour of waking; and that work 
involving the disturbance of the patients before 
breakfast should be limited as far as possible to what is 
necessary for their comfort. 

(5) That, whatever the official hours may be, no 
patient should be washed before having either break- 
fast or early morning tea. 

(6) That the rules and the practice should be such as 
to avoid as far as possible any noise in the wards before 
6 o'clock. 





AUSTRALIA. 


(FROM OUR OWN CORRESPONDENT.) 


ROYAL AUSTRALASIAN COLLEGE OF SURGEONS. 

Tue King has approved of the prefix ‘ Royal” 
for the Australasian College of Surgeons. The 
college is an Australian and New Zealand organisa- 
tion, and its chief objects are to improve the standards 
of surgery and of surgical training and research. 
To further these objects and to assist Australasian 
graduates who cannot afford the time and expense 
involved in a visit to England for the purpose, the 
Royal Australasian College of Surgeons has arranged 
with the Royal College of Surgeons of England that 
the primary Fellowship examination of the latter 
shall be held in Australia. The first examination 
will begin in Melbourne on August 11th. 

The aims and functions of the Australasian college 
are similar to those of the English college, and a 
close association has arisen between the two. A 
gratifying expression of this is the fact that the 
council of the Royal College of Surgeons of England 
is presenting a mace to the Australasian college. The 
president of the Royal College of Surgeons, Lord 
Moynihan, will visit Australia early in 1932 to present 
the mace. That Lord Moynihan will personally 
present the mace is naturally regarded as a special 
honour for the Royal Australasian College of Surgeons. 
The mace, which is an exact replica of one given as 
a mark of royal authority to the English college is being 
designed and executed by Omar Ramsden, of London. 
It will bear the arms of the English college, the arms 
of the Australasian college, which have recently been 





Australia, and the arms of New Zealand. Special 
permission has been granted by His Majesty for the 
use of the orb and cross in the design of the mace. 

Lady Syme and her children have given the Royal 
Australasian College of Surgeons £2500 to form a 
research endowment fund in memory of the late Sir 
George Syme, the first president. The interest 
derived from this amount will be applied to foster 
surgical research, particularly in diseases Common in 
Australia. The results of the research work will be 
presented in an annual memorial oration, called the 
Syme oration, which will be delivered at the general 
meetings of the college. Lord Moynihan has 
consented to give the first Syme oration at the time 
of the presentation of the mace to the college. 


rHE MATERNITY ALLOWANCE, 

A sum of £5 is payable to every mother in Australia 
in respect of each parturition resulting in the birth 
of a viable child whether such a child be born alive 
or dead. The legislation to effect this payment was 
enacted by the parliament of the Commonwealth 
of Australia in October, 1912. The mother must be 
a native of the Commonwealth or intend to settle 
permanently therein. No payment is made in the 
case of an aboriginal or an Asiatic. Some idea of the 
financial responsibility of this legislation may be 
gauged from the fact that for the year ending 
June 30th, 1929, the total expenditure including 
administration was £661,520, of which the cost of 
administration absorbed £16,627. Analysis of these 
claims showed that 87 per cent. of the cases were 
attended by medical practitioners. The bonus is 
claimed by almost every mother in Australia 
irrespective of her social or financial position. The 
originators of this scheme hoped that it would increase 
the birth-rate or at least arrest the decline; that it 
would diminish the maternal and infantile mortality, 
and render a difficult and dangerous period in women’s 
life safer, and thus conduce to the national welfare. 
A review of the results from 18 years’ experience of 
this legislation shows that the Australian birth-rate 
is steadily declining. No marked alteration has 
been effected in the puerperal death-rate. The 
lowest that has been attained was for 1915 with a 
rate of 4:27 per 1000 births. The figure for 1929 
was 5-1. There has been a slight reduction in the 
infant mortality-rate which for 1929 was 51 per 1000 
children born. It is considered, however, that a 
more important factor has been the establishment ot 
baby health centres and the more widespread applica- 
tion of modern methods of infant management. 
An interesting and not unexpected result is that the 
proportion of maternity cases that have been attended 
by a doctor has considerably increased. At the 
inception of the scheme 65 per cent. of mothers were 
so attended, but in 1929 this figure had increased to 
87 per cent. It is a discomforting fact that the 
maternal mortality-rate has not been thereby reduced. 

Endeavours have been made by the federal com- 
mittee of the British Medical Association in Australia 
to have the maternity bonus revised, and for the 
money thus set aside to be utilised for the establish- 
ment of more maternity hospitals, antenatal clinics, 
and infant welfare centres ; and for the provision of 
help for mothers and expectant mothers in necessitous 
circumstances. Another suggestion that has been 
made is that the payment of the bonus should be 
conditional on the attendance of the mother for 
antenatal examination at monthly intervals, either 
by her own practitioner or at clinics established for 
the purpose. These suggestions, however, have not 


granted by the College of Heralds, the arms of; received parliamentary approval, and the only 
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inscription on the Statute Book was in 1926 when the 
word ** Asiatic’? was omitted from the list of those 
to whom no payment is to be made and the word 
* Alien” substituted. It would seem that the bonus, 
as a public health measure, is not giving value for the 
financial burden incurred. The original idea was 
not conceived by an obstetric mind. It seems that 
it was primarily a vote-catching device, and now 
the measure is so popular with the people that no 
government is sufliciently strong-minded to interfere 
with it. No qualification is placed upon how the 
payment is to be expended and instances are not 
wanting of its being utilised in keeping up the pay- 
ments on the pianola while skilled nursing and medical 
services are neglected. The bonus has been termed 
“the recognition of motherhood” and it is looked 
upon in general as a rebate on taxation paid at a 
time when the arrival of the stork with his long bill 
has caused a temporary difficulty in the family 
budge Ge 





BERLIN. 


(FROM OUR OWN CORRESPONDENT.) 


THE GERMAN SURGICAL CONGRESS. 


At the annual congress of the German Surgical 
Association, Prof. Victor Sehmieden (Frankfort) 
presided, and in his inaugural address spoke against 
increasing specialisation in surgery. He announced 
that the discord existing since the war between the 
German Surgical Association and the International 
Surgical Association has now been resolved, so that 
German surgeons will be in a position to take part 
in the proceedings of the international organisation. 
He thanked Prof. Erwin Payr (Leipzig) and Prof. 
KF. de Quervain (Basle) for their services in this 
conneNnion. 

The first official subject of discussion, operation 
on peripheral nerves, was introduced by Prot. 
Hermann Kiittner (Breslau). He said that in nerve 
injuries a certain reserve is advisable, for complete 
function may be restored after five to six months, 
even if the electrical reaction of degeneration has 
already appeared. Following suture of nerves function 
often returns after several weeks, and sometimes 
even after a year or 18 months. Neurolysis should 
be performed only in late cases. In paralysis of 
the facial nerve anastomosis of the facial with the 
hypoglossal nerve is recommended, but late suture 
of the injured facial nerve gives good results too, 
Severe pain may be produced by neuroses, callus, 
¢cieatrices, and foreign bodies. Injection of a 70 
to 80 per cent. solution of alcohol is often ineffective 
against such pain, whilst higher percentages may 
injure the motor paths. Injections of formalin are 
preferable. In discussing more radical methods he 
described section of the posteriol roots as being 
uncertain, and advocated section of the anterolateral 
columns. 

The second official theme was operation for Graves’s 
disease, introduced by Prof. Ferdinand Sauerbruch 
(Berlin). He spoke of the nervous causes ot the 
disease as a sequel of strong psychic trauma. The 
result of operation depends on the pre-operative 
preparation of the patient. He recommended admini- 
stration of iodine, after Plummer’s method, for eight 
to ten days, and said that this has much contributed 
to the decrease of post-operative mortality. Prof. 
Paul Morawitz (Leipzig), speaking from the point 


of view of the physician, pointed out that vasomotor 


neuroses, Graves’s disease, and thyrotoxicoses cannot 
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always be distinguished. The treatment has become 
more and more a surgical one. lodine therapy 
without subsequent operation is of doubtful value 
Of a series of patients treated by radiotherapy 50 
per cent. improved, 25 per cent. failed completely, 
and in no case was complete cure observed. 
cases with exophthalmos do not quite 
healthy even after operation, though able to work 
again. Prof. Paul Sudeck (Hamburg) recommended 
total removal of the thyroid gland in malignant 
goitre, its function being replaced afterwards by a 
continuous administration of thyro-iodine tablets. 
Dr. Barthels (Leipzig) stated that stricture of the 
rectum is often caused by lymphogranulomatosis 


severe 


become 


inguinalis, a venereal disease common especially in 
the tropics. tectal diathermy is better than the 
formation of an artificial anus or irrigation of the 
rectum. In severe cases high resection must be 
performed. Dr. Bireher (Aarau) reported on his 
results of resection of the left vagus nerve in cases 
where the existence of gastric ulcer is presumed. 
Acidity was reduced to a quarter by the operation. 
In gastric ptosis resection of the sympathetic nerves 
to the pylorus and duodenum was recommended. 


PROSECUTION FOR ARTIFICIAL ABORTION, 

Discussion on the legality of artificial abortion has 
begun afresh because of the arrest, at Stuttgart. 
Wurtemberg, of a medical man and a medical woman 
on a charge of performing this operation in some 
hundreds of cases without suflicient medical indi- 
cation. The police seized the books of the accused 
so that the names of the patients became known, 
and they were compelled to give evidence before the 
police judge. The accused did not deny the facts, 
but stated that they had performed abortion not to 
get money, as was alleged by the prosecution, the 
fees having been extremely low, but for social reasons 
The patients were held to be unable to bring up 
healthy children in a proper way. The medical man 
had given the certificates, while the medical woman 
had performed the operation, which in no instance 
had done any harm. The man was after some time 
released on bail, but the woman was held in custody 
until she began a hunger strike, when she also was 
released. The prosecution of both practitioners has 
stirred up public opinion, the more so because they 
are members of the communist party, and the 
question has rapidly become political. Meetings 
have been held to protest against the prosecution, and 
at these the accused have explained their views In 
articles in the general and the medical press the 
question is being discussed from every point of view 
The publie trial, which will be held in Stuttgart, is 
likely to be sensational. 


DEAFNESS AFTER TRICHINOSIS, 

In Stuttgart a year ago cases of trichinosis resulted 
from the consumption of bear’s ham in a restaurant.! 
In one of the patients, who was conveyed three weeks 
later to the hospital in a somnolent state with sharp 
muscular pains, total deafness developed, without 
giddiness and without nystagmus. Otological examina- 
tion showed that a toxie neuritis of the acoustic nerve 
was present. The patient was discharged two months 
after the poisoning, but did not recover her hearing 
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UNIVERSITY OF SHEFFIELD.— The chair of medicine 
at Edinburgh University has been offered to Dr. Albert 
Ernest Naish, F.R.C.P., who is at present lecturer on medi 
cine at Sheffield. Dr. Naish has accepted the offer 
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PUBLIC HEALTH 


A YEAR OF HEALTH IN SCOTLAND. 


THE year 1930 was a peculiarly difficult one for the 
Scottish Health Department on account of wide- 
spread unemployment and the recent changes in 
local government. The approved societies have had 
to face a loss of income from their present members 
and the loss of the normal inflow of new young 
members, as well as increased outgoing for health 
insurance. The continuance of unemployment much 
longer on the present scale would create an anxious 
situation. The only good result of the unemployment 
that can be set against the suffering it has caused is 
the improvement and extension of public works 
that many local authorities have been persuaded to 
undertake to relieve the distress. The second annual 
report of the Department of Health: regrets that 
there has not been similar progress in town and 
regional planning. Only 11,056 houses were built 
during the year, which means that the output of 
new houses for the working classes has done little 
more than keep pace with the year’s depreciation of 
old buildings, and there is still a shortage of 100,000 
houses. The Housing (Scotland) Act, 1930, is, 
however, being well received by the local authorities, 
and there is evidence of a comprehensive and vigorous 
housing programme for the next three years. 
Reference is again made to the Edinburgh Town 
Planning Scheme, which differs from the ordinary 
scheme in that its object is to preserve and protect the 
features of an area already built up. Seven town 
councils passed resolutions during the year to prepare 
schemes for the unbuilt parts of their areas. 

Local authorities have been active on water-supply 
and drainage schemes during the year. In July 
and August the Health Department issued inquiries 
as to the state of the water-supply in various districts, 
and a scrutiny of the replies showed that in many 
areas there was no margin for future extension and 
that in some the supply was not above suspicion ; 
there has been considerable improvement. Energetic 
measures have been taken to prevent the pollution 
of rivers, and to improve the methods of refuse- 
collection and disposal. The Education (Scotland) 
Act, 1930, conferred power on local authorities to 
supply certified milk to school-children out of the 
education funds. An investigation into the effect 
of a daily ration of milk on 10,000 children in 67 
Lanarkshire schools showed a definite increase in 
both height and weight over the controls. These 
two events gave the tubercle-free milk industry a 
valuable advertisement. The annual reports § of 
veterinary inspectors under the Milk and Dairies 
Act provided an opportunity for ascertaining the 
number of tuberculous cattle in the country; the 
figures showed that 0-35 per cent. of cattle examined 
during 1929 were tuberculous. This, of course, is not 
the whole picture but, even after making allowance 
for additional factors, the figures are reassuring. An 
increased demand for tubercle-free milk would help 
towards the eradication of tuberculosis by the 
producers themselves. 


Maternity and Child Welfare. 


The past year has been one of consolidation and 
reorganisation rather than of extension. It is hoped 
that the correlation of the services for the pre-school 
child with the services provided by the educational 


* H.M., Stationery Office. 1931. Pp. 214. 3s. 6d. 
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SERVICES 


authority will ensure a continuous care of the child 
from infancy to adolescence. The schemes for 
maternity and child welfare are based on heme 
visitation, and at the end of 1930 there were 122 
whole-time and 478 part-time health visitors in this 
service. There are two training institutions for these 
women in Seotland, and 45 new nurses were trained 
during the year. At the end of 1930 there were 202 
centres for the medical examination of mothers and 
children, for instruction in the general hygiene of 
maternity and childhood, and for cookery and 
sewing demonstrations. The maternal mortality- 
rate for the five years ending 1929 was 6-6 per 1000 
but, owing to different methods of classification, the 
statistics for Scotland are not strictly comparable 
with those for other countries. Of the total births 
during the year 1929 about one-half were attended 
by doctors and one-third by midwives, while one-sixth 
occurred in maternity institutions. A few local 
authorities provide home helps, and their service is 
much appreciated. The Central Midwives Board for 
Seotland have had under consideration a proposed 
addition to their rules, requiring the midwife to notify 
the local authority when a patient has not accepted 
her advice to consult a medical practitioner or attend 
a clinic during pregnancy. This arrangement has 
worked very well in Dundee for some time. The 
infant mortality-rate was 83 per 1000 births; there 
was a big increase in infant deaths at the end of the 
year, mainly due to respiratory trouble during 
foggy weather. Up to that time the conditions in the 
country had been favourable to a low mortality- 
rate. The spring epidemics of measles and whooping- 
cough were mild. 

The pre-school death-rate (between the ages of 
1 and 5) was 10 per 1000, the commonest causes of 
death being pneumonia, measles, and whooping- 
cough. Although there has been an improvement 
in recent years, children entering school are still 
found to have defects which might have been avoided 
or ameliorated by adequate supervision in the pre- 
school period. Mothers have learnt the importance 
of regular care for the infant, but have not yet 
realised that it is just as important for the toddler. 
Scotland hopes to solve the problem of her pre-school 
child by the education of parents ; by the development 
of existing services of home visitation, centres, nursery 
schools, and day nurseries ; and by the extension of the 
school medical service to provide for medical inspection 
of pre-school children at the time when the older 
members of the family are inspected. 

A review of the medical inspections of school- 
children shows that on the whole children are better 
clothed and cleaner and suffer less from malnutrition, 
rickets, and defective teeth than they used _ to. 
The improvement is more pronounced in leavers 
than in entrants. One of the most. striking 
testimonies of progress comes from Ayrshire, where the 
percentage of children with sound teeth has risen 
from 31-5, in 1925-26, to 56-5. 

Hospital Services and Notifiable Diseases. 

An outstanding problem before the new authorities 
is the improvement of the poor-law hospitals, which, 
with a few exceptions, are definitely below modern 
standards in construction, equipment, and staffing 
arrangements. <A general movement towards raising 
the standards of medical treatment of the sick poor 
is anticipated, and the department hopes that the 
improvements will be carried through in codperation 
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with voluntary 
interests. 

The tuberculosis death-rate continues to fall: the 
figure for 1930 was again a record—8s per 100,000. 
The greatest relative improvement in both pulmonary 
and non-pulmonary forms has taken place in both 
sexes at under 15. The accommodation in 
approved institutions is now about 5000 beds, and 
there was no increase in this number during the year; 

There was asevere outbreak of small-pox in Aberdeen 
during the summer, but apart from this there was 
no smali-pox—even of the mild type—in the country. 
There was considerably more enteric fever than usual, 
and in some cases the source of the outbreak could not 
be traced. The Dumfriesshire outbreak, affecting 
61 persons, was eventually attributed to a careless 
farm servant, whose feces were infected with the 
bacillus, and a faulty field-drain from the farm lands 
in close proximity to faulty joints in the pipes leading 
from the springs to the reservoir tanks. 

In 1926 60 beds at the Stobhill Hospital, Glasgow, 
were set apart for cases of encephalitis lethargica 
recommended by the Department. This aecommoda- 
tion has always been full and the waiting list long 
Last vear, therefore, the arrangement was terminated 
and the local authorities were invited to provide beds 
for their own cases. The Department expects that 
this will result in a considerable increase in the number 
of beds available. 


hospitals, universities, and other 


ages 


Scientific Work. 

During the year a Scientific Advisory Committee 
was appointed to assist the Department in applying 
the results of scientific research to the details of public 
health administration and in promoting such medical 
investigations as come within the sphere of the 
Department and of the local authorities. It is hoped 
that this committee will bring before the Department 
and the local authorities such discoveries as are of 
immediate application and the directions in which new 
knowledge should be sought. 

Important developments have taken place in the 
arrangements for certification of the blind. In 1929 
the Glasgow joint committee established a central 
clinic where claiming to be blind 
examined by two ophthalmic surgeons. To regularise 
the position throughout the country the Department 
have recommended the establishment of similar 
clinics in other centres, and proposes to convene a 
conference of ophthalmic specialists to consider a 
standard form of medical certification. 


persons were 


ACCOMMODATION IN PUBLIC MENTAL 
HOSPITALS. 
WARNING BY THE BOARD OF CONTROL. 


Tue Board of Control has sent a memorandum 
to local authorities pointing out that the demand for 
treatment without certification is likely to increase 
as the facilities of the Mental Treatment Act become 
more widely known. At the same time the shortage 
of mental hospital accommodation generally has 
become acute, and will oblige many authorities to 
consider what steps should be taken if they are to 
maintain a reasonable standard of efficiency and 
progress. Though there may be no increase in the 
incidence of mental disorders, the number of persons 
under care continues to rise because the total popula- 
tiop and the average age of the population are both 
increasing. 

There is now hardly any margin of accommodation 
in the public mental hospitals. On Jan. Ist of this 
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year there were only 27 hospitals with ten or more 
vacant beds on the male side, and 19 with ten or more 
vacant beds on the female side. 
almost no unoccupied 
authorities can 
authorities ; 


Thus, there are 
beds the use of which 
obtain by contract with other 
moreover, the practice of taking beds 
on contract, though useful in special circumstances, 
is strongly to be deprecated if it involves sending 
patients so far from their homes as to make visiting 
by their relatives prohibitive by the expense. 

The standard of accommodation laid down by the 
Board is regarded as a minimum standard based 
on long experience, and a departure from it would 
be injurious. Overcrowding is not only bad for the 
patients’ mental and physical condition, but imposes 
unnecessary strain and may involve danger for the 
nursing staff. Local authorities will, therefore, have 
to consider increasing the accommodation for mental 
patients, and there are two main ways in which this 
can be done—viz., either by redistribution of patients 
among the various types of institutions now under 
the control of the authority, or by the provision of new 
mental hospitals. 

\s regards redistribution there are four possible 
alternatives : 


1) The utilisation of beds in public assistance 
tions for the quiet chronic cases or senile cases, whose 
condition does not necessitate treatment of the kind that can 
only be given in the relatively more expensive beds of a 
mental hospital; 

2) The removal from mental hospitals of mental defectives 
who can be far more economically provided for in poor 
law premises or in mental deficiency colonies ; 

The granting of leave of absence on trial and boarding 
out, or discharging suitable patients to the care of relative 
or friends ; 


institu 


1) The provision in connexion with an existing mental 
hospital of an admission unit and convalescent villas where 
these do not already exist. In this connexion it is pointed 
out that every mental hospital, whether full or not, should 
have this accommodation, which has become imperativels 
necessary in view of the provisions made for the treatment 
of voluntary and temporary patients under the Mental 
Treatment Act. 

The second main alternative is the construction 
of new mental hospitals, and the Board point out that 
there will be some authorities who will find themselves 
compelled before long to build such institutions 
Local authorities which have no right of ownership 
in any mental hospital and which, therefore, have 
to secure by contract beds for patients for 
they are required to provide accommodation, are 
particularly concerned with this aspect of the question 
As the shortage of accommodation generally becomes 


W hom 


more acute, notices terminating existing contracts 
are being given, and some authorities will have no 
alternative but to make provision themselves. 


INFECTIOUS DISEASE 

IN ENGLAND AND WALES DURING THI 
MAY 23RD, 1931. 

Notifications. The following cases of 

disease were notified during the week: 


WEEK ENDED 


infeetious 
Small-pox, 


111: scarlet fever, 1381; diphtheria, 824; enteri 
fever, 37; pneumonia. 910; puerperal fever, 47: 
puerperal pyrexia, 103;  cerebro-spinal fever, 56; 
acute poliomyelitis, 7: encephalitis lethargica, 10; 
dysentery. 10; ophthalmia neonatorum, 8S.) No 


case of cholera, plague, or typhus fever was notified 
during the week. 


The number of cases in the Infectious Hospitals of the 
London County Council on May 26th-27th was as follows : 
Small-pox, 160 under treatment, 8 under observation (last 
week 200 and & respectively scarlet fever, 1223; diph- 
theria, 1420: enteric fever, measles, IS] ; 
cough, 417; puerperal fever, 32 (plus 14 babies 
litis lethargica, ISO); other 





whooping 
encepha 
diseases, 152 \t 
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St. Margaret’s Hospital there were 15 babies (plus 3 mothers) 
with ophthalmia neonatorum. 


Deaths.—In the aggregate of great towns, including 
London, there was no death from small-pox, 1 (0) 
from enteric fever, 28 (4) from measles, 4 (1) from 
scarlet fever, 22 (8) from whooping-cough, 21 (1) 
from diphtheria, 47 (8) from diarrhoea and enteritis 
under two years, and 54 (6) from influenza. The 
figures in parentheses are those for London itself. 


One death from small-pox reported for the month of 
April was provisionally assigned to Market Bosworth R.D., 
Leicestershire. West Hartlepool reported the only death 
from enteric fever. Only 3 deaths from meningococcal 
meningitis occurred in London. Six deaths from measles 
were reported from Leeds, 3 each from Liverpool and South 
Shields. Liverpool reported 3 deaths from whooping- 
cough. Diphtheria claimed 6 victims at Liverpool, 2 at 
Bootle. Diarrhoea was credited with 7 deaths at Manchester, 
{ at Liverpool, and 3 each at Wolverhampton and 
sirmingham. Birmingham reported 7 deaths from influenza, 
Manchester 5, Stoke-on-Trent 4, Bristol and Barnsley each 3, 


The number of stillbirths notified during the week was 
301 (corresponding to a rate of 43 per 1000 births), 
including 46 in London, 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE. 
Surg. Lt. M. Barton to be Surg. Lt.-Comdr. 
The following appointments are notified: Surg. Lts. 
L. J. Corbett to Royal Oak, and S, Jenkinson to Lupin, 
ROYAL NAVAL VOLUNTEER RESERVE. 
Surg. Sub-Lt. A. J. W. Beard to be Surg. Lt. 
Surg. Lt. D. M. Craig is appointed to Warspite. 


ROYAL ARMY MEDICAL CORPS. 
Lt.-Col. G. Ormrod retires on retd. pay. 
Lts. J. J. O'Dwyer and S. R. M. Mackay to be Capts. 
Lt. (on prob.) T. M. Corcoran is contirmed in his rank. 
A. Macdonald to be Lt. (on prob.) and is secd. under the 
provisions of Art, 213, Royal Warrant for Pay and Promotion, 


ARMY DENTAL CORPS, 


Lts. A. K. Inglis, W. McD. Birse, W. P. Baxendine; 
and N. I. Macmillan to be Capts. 


TERRITORIAL ARMY. 
Capt. E. J. B. Sewell, from R.A.V.C., T.A., to be Lt. 
I). B. Purves (late Cadet Offr., Edinburgh Univ. Contgt., 
Sen. Div., O.T.C.) to be Lt. 


ROYAL ATR FORCE, 
R. N. Kinnison is granted a Short Service Commission as 
a Flying Officer for three years on the Active List. 
RESERVE OF AIR FORCE OFFICERS. 
Flight Lt. R. F. T. Grace ceases to be employed with the 
Regular Air Force. 


INDIAN MEDICAL SERVICE. 
Lt.-Col. F. J. Kolapore retires. 
Lt. H. N. Dewan relinquishes his temp. commn. 


Guy's HospiraAL: ANNUAL REPORT FOR 1930, 
Last vear the record number of 12,249 in-patients were 
treated, an increase of about 450, Their average stay was 
approximately 174 days, as compared with 18 days in 1929; 
the average number of beds in daily occupation was raised 
from 553 to 563. The report regards these improvements 
as “ visible proof of skilful medical attention and studied 
organisation.”” The average weekly cost of each in-patient 
was £4 15s. Sd., a fractional reduction. There were 123,791 
new out-patients: they cost an average of 8s, 1d. each, an 
increase of 5d. The rate of mortality again moved down- 
wards, being 4°83 per cent. for all patients and 3 per cent. 
for surgical cases; these are the lowest recorded figures. 
There were 9120 administrations of a general anesthetic, 
exclusive of 6618 administrations in the dental depart- 
ment. For five years past income has failed to meet 
expenditure, and in 1930, for the second time in that period, 
the year’s deficiency exceeds £20,000, Less than one-third 
of the annual expenditure of nearly £200,000 is provided 
from endowments. That income is slowly rising, as are 
payments by patients, but voluntary gifts are apparently 
stationary, while legacies, fluctuating widely from year to 
year, seldom form an important feature in the year’s budget. 


GENERAL MEDICAL COUNCIL, 
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GENERAL MEDICAL COUNCIL. 


PRESIDENT’S ADDRESS, 


At the opening of the 133rd session of the Council 
on June 2nd, Sir DONALD MacALIsTEeR referred to 
the loss to the Council and the science of medicine 
from the death of Prof. Lorrain Smith, representative 
of the University of Edinburgh ; to the death of two 
former members of the Council, Dr. James Alexander 
Adams and Prof. David Hepburn ; and to the honour 
bestowed on Sir Ashley Watson Mackintosh, repre- 
sentative of Aberdeen. 


RECIPROCAL RELATIONS. 

‘The Privy Council,” said Sir Donald, * have 
informed us. that, in consequence of recent rearrange- 
ments with self-governing Dominions empowered to 
enter into independent agreements with other 
countries, it may be necessary to revise the terms 
under which, pursuant to the Medical Act, 1886, 
His Majesty in Council ensures to * the registered 
practitioners of the United Kingdom’ reciprocal 
privileges of practising abroad. The matter is still 
under consideration, but it will probably involve the 
revision of the somewhat diverse conditions now 
governing medical reciprocity both with foreign 
countries and with the overseas portions of the 
British Empire. The Union of South Africa, and the 
Province of Manitoba, in particular, desire that 
modifications in the scope of the reciprocal privileges 
they offer to practitioners on our Register should be 
contemplated in this country. 
the subject is still proceeding. 

‘In regard to Indian qualifications, I am able to 
report only that the Bill for the establishment of an 
All-India Medical Council, to supervise and guarantee 
the standards of medical education throughout that 
country, is still in process of drafting. It is not yet 
ready to be submitted to the Indian Legislature. 
Meanwhile, questions incidental to the general sub- 
ject are calling for prompt consideration and solution, 
and suggest that the need for central legislation is 
not becoming less urgent.” 


Correspondence on 


PHARMACY, 

“At the instance of the Government, a Poisons 
and Pharmacy Bill, which has passed the House of 
Lords, is now before the House of Commons. It 
gives effect, with certain amendments, to the recom- 
mendations of the recent Departmental Committee, 
of which I was a member, for the better regulation 
of the profession of pharmacy, and of the definition 
and classification of poisons by the aid of a statutory 
Advisory Board. On this Board, under the Secretary 
of State for Home Affairs, the General Medical 
Council, as the body concerned with the issue of the 
British Pharmacopeia, is to nominate a member. 
I was invited, as your President, to attend at the 
Home Office a conference on the Bill between the 
authorities and representatives of the medical pro- 
fession. Explanations were given and suggestions 
were considered on the scope and effect of the several 
clauses, as bearing on medicine, and I think I may 
say that when the conference rose, its members were 
reassured that the proposed legislation was in the 
public interest, and free of risk to the efficient practice 
of medicine in any of its branches. 

‘The Secretary of State has communicated, to 
the Council certain proposed new regulations, amend- 
ing those of 1928 concerning dangerous drugs, and 
exempting from their purview certain preparations 
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containing one of these drugs in negligible propor- 
tions. This exemption will be for the convenience of 
the prescriber, without giving rise to any danger to 
his patients.” 


EDUCATIONAL CURRICULUM. 


In pursuance of the report of the Joint Education 
and Examination Committees, Donald said he 
had written to the Minister of Health calling atten- 
tion to the desirability of making further accom- 
modation available for the teaching practical 
obstetrics to medical students. The Minister had 
sent a sympathetic reply, which had been referred to 
the Joint Committee, which had been considering 
this subject and the place of preventive medicine in 
the medical curriculum. 

In 1922 the Council issued revised recommenda- 
tions on the course of study and examinations to 
be required of candidates for degrees or licences in 
dentistry and dental surgery. These had 
venerally followed by the licensing bodies, but it 
appeared that certain expressions in the recom- 
mendations were ambiguous or ill-defined that 
widely varying interpretations had been put upon 
them. A need had thus arisen for greater uniformity 
of standard in reference to the requirements for 
dental qualification, particularly regards such 
general subjects as anatomy, physiology, pathology, 
medicine, surgery, hospital practice, and the like. 
It was, said Sir Donald, the duty of the Council, 
under Section 22 of the Dentists Act, 1878, to seek 
and to procure precise information ‘‘ as to the course 
of study and examinations to be gone through to 
obtain” dental certificates and licences, ‘and any 
person or persons deputed for this purpose’ by the 
Council “‘may attend and be present at any such 
examinations.” The Dental Education and Exami- 
nation Committee reported that in their opinion the 
time had come to make detailed inquiry into the 
working of the Council’s recommendations, and that 
for this purpose the Council should now authorise the 
appointment of one or more deputy-visitors of the 
dental examinations. 


sir 


ot 


been 


sO 


as 


OVERSEAS STUDENTS. 


The Committee on Foreign and Colonial Students 


had brought into operation the method approved 
by the Council last November for dealing with 


applications from students from the United States 
for permission to pursue medical study in British 


schools. A regular interchange of evidence and 
certificates between the American authorities and 


the Council had been arranged, and the information 
forwarded from America had been singularly definite 
and helpful. It had enabled medical and 
licensing bodies to check and decide upon applica- 
tions with full knowledge of the qualifications and 
eligibility of candidates for admission, and had been 
welcomed by deans and other authorities on this side. 
It had also contributed to a better international 
understanding between the medical bodies in the 
two countries, and to the maintenance of the standards 
of medical education. 


schools 


COMMITTEE WORK. 

The Pharmacopeia Committee had received an 
encouraging report on the progress made by the 
Pharmacop@ia Commission in the drafting of the 
new British Pharmacopoia. The draft text was 
being printed, and proofs of a considerable portion 
had been received. But much remained to be done, 
and it was now doubtful whether the hoped-for issue 
of the new volume could be completed this year. 
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The audited accounts for 1930 showed that the 
finances of the Council as a whole, in spite of heavy 
expenditure on the visitation and inspection of 
examinations, and on the preparation of the new 
Pharmacopoeia, were in a satisfactory condition, and 
the anticipated surplus had been restored. 


PROPOSED ENLARGEMENT OF THE COUNCIL, 


The Representative Body of the British Medical 
Association had forwarded an expression of their 
opinion that the time had come for the addition to 
the Council of a fifth representative of the registered 
medical practitioners in England and Wales, and 
the request that the Council should take appropriate 
steps to this end. Section 10 of the Medical Act, 
1886, said Sir Donald, empowered the General Council 
to represent to the Privy Council that it is 
expedient to confer on the registered medical practi- 
tioners resident in any part of the United Kingdom 
the power of returning an additional member to the 
General Council.’? One such application was made in 
1909, and was granted by the Privy Council in August 
of that year, and they were informed that this applica- 
tion did not exhaust the powers of the Council under 
Section 10 (¢). The General Council must decide the 
question itself. Under Sections 6 and 9 of the 
Medical Act, 1858, it could not delegate the applica- 
tion to the Branch Council for England or the Execu- 
tive Committee. 


The President also alluded briefly to the forth- 
coming centenary of the Leeds School of Medicine, 
to the duties of medical practitioners in regard to 
cremation, and to the large entry on the Register 
of new practitioners (1490) and medical students 
(1792), the numbers being the highest for 
years. 

At the conclusion of his address a vote of thanks 
was proposed by Sir Holburt Waring and seconded 
by Sir Norman Walker. The appointment of Dr. 
Sydney A. Smith as representative of the University 
of Edinburgh was announced. The Council then 
passed to the consideration of disciplinary cases. 


some 





HUGHLINGS JACKSON MEMORIAL 


FUND 


FURTHER subscriptions to this fund have been 
received from Dr. Willoughby Lyle, Dr. W. R. Bett, 
Mr. Holmes Spicer, Dr. J. A. Arkwright, Dr. Foster 
Kennedy (New York), Dr. Perey Smith, Mr. R. R. 
James, Dr. H. L. Tidy, Dr. Batty Shaw, Dr. Nathan 


Raw, Dr. F. J. Nattrass, Sir J. Herbert Parsons, 
Mr. Ernest Clarke, Dr. Donald Core, Dr. Hinds 
Howell, Dr. G. M. Griffiths, Dr. F. L. Golla, Dr. 


Bernard Hart, Dr. Sevmour Davies, The Osler Club. 
and Prof. Otfrid Foerster (Breslau). The fund now 
amounts to nearly £900, towards the £1200 required. 


BIRMINGHAM CRIPPLES’ HosprtTAL: ANNUAL REPORT, 
Although there was last year an increase in the number of 
patients, many of the required shorter treatment, 
particularly among the children. The annual report points 
out that this improvement is to a great extent attributable 
to those voluntary organisations which have roused public 
opinion so that health and education committees throughout 
the country are pledged to see that adequate arrangements 
exist in their areas for the orthopedic treatment of children. 
The general improvement in public health services also has 


cases 


made for the earlier ascertainment and consequent earlier 
treatment of the cripples. The waiting-list is, however, 
longer than ever. Patients paid £3388, often in small 


weekly instalments. The income was £59,453, which came 
within £747 of the expenditure, 
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SIR HERBERT WATERHOUSE, M.D. Edin., 
F.R.C.S. Eng., 
CONSULTING SURGEON TO CHARING CROSS HOSPITAL, 

Tue death of Sir Herbert Waterhouse on May 23rd 
deprives the medical profession of a well-loved 
surgeon and clinical teacher whose name had been 
associated with the Charing Cross school for more than 
30 vears. Until the spring of last year, when he 
was the victim of a motor accident, he had always 
enjoyed the best of health. He was walking near his 
own door when two motor vehicles in collision drove 
on to the pavement and pinned him against the rail- 
ings, causing injuries which rendered him unconscious 
for over two 
hours and, as 
the sequel 
showed, in- 
flicted damage 
on his spine. 
He made a 
good recovery 
and was able 
to enjoy his 
usual fishing 
holiday in the 
late autumn. 
But early in 
the present 
year he 
developed 
symptoms of 
spondylitis 
in one of 
his lumbar 
vertebra which 
crippled and 
disabled him. 
Death came 
suddenly as 
the result of 
pulmonary 
embolism. 

Herbert 
Furnivall 
Waterhouse was born in London in 1864, the son of 
the Rev. C. J. Waterhouse. He received his medical 
education in thé University of Edinburgh, where he 





SIR HERBERT WATERHOUSE. 


{Photograph by Thos. Fell 


graduated M.B., C.M., with distinction in 1887, 
and two years later as M.D. when his thesis 


was awarded a gold medal. After graduation he 
served as house surgeon in the Royal Infirmary, 
Edinburgh, and a year later as house surgeon 
to Sir William Macewen in the Royal Infirmary, 
Glasgow, an experience to which he always 
looked back with satisfaction. His academic stand- 
ing in his own university and in its social life 
was recognised by his election as President of 
the Royal Medical Society. After taking the 
F.R.C.S. Eng. in 1890, he entered the medical school 
ot Charing Cross Hospital as demonstrator of anatomy 
in 1890, and a year later was elected on the staff 
as assistant surgeon. The remainder of his 
professional life was given whole-heartedly to this 
school and hospital: to the school as lecturer on 
anatomy 1897-1901, and as dean 1901-1906; to 
the hospital as assistant surgeon 1891-1903, as 
surgeon 1903-1929, and thereafter as consulting 
His other chief hospital interest was as 
surgeon to the Victoria Hospital for Children, Chelsea, 
of which he was a zealous officer for many years. 


surgeon. 


Waterhouse’s influence upon surgery at Charing 
Cross was great, and his work there was an inspiration 
to many a student to take up the practice of surgery 
in earnest. It was, indeed, a well-founded boast that 
three of his house surgeons had been appointed to 
the surgical staff. As a surgeon, writes Mr. Norman 
Lake, he was rapid and dexterous, impatient of delay 
and incompetence, quick to distinguish the useful 
from the valueless innovation, sometimes over- 
enthusiastic, always brilliant, and, as a corollary of 
such a temperament, with little capacity for sustained 
interest or tedious hackwork. He was largely 
responsible, through a paper published with W. 38. 
Fenwick in 1910, for the introduction into this 
country as a routine of the iodine method of skin 
preparation. Only those who remember how irksome 
and complicated were the methods previously in 
use will appreciate the immense saving in time and 
material the newer method brought about. Some 
years before this, while in Germany, he had carried 
out fruitful research on streptococcic infections of 
the peritoneum and the importance of the locus 
resistentia minors. It was in diagnosis. however, 
that his talents best appeared. Trained in the older 
clinical school, before the radiologist and biochemist 
could give much help, he had developed what for 
lack of complete analysis we still have to call surgical 
instinct. Those who worked with him could relate 
many cases in which an apparently astounding 
diagnosis was made only to prove correct on the 
operating table, or where a refusal to operate, upon 
no obviously sufficient grounds, was followed shortly 
afterwards by the patient’s death from some inevitable 
cause which surgery could not have prevented. 
Another of his pupils, Mr. Jennings Marshall, writes 
of his intensely practical faculty of fixing on the 
essential and conclusive, and disregarding the 
inessential. The same power made him a superb 
abdominal surgeon particularly in acute cases 
in these his results were unrivalled. His was always 
the direct, straightforward method ; he had mastered 
the secret of knowing when to stop. For anything 
tedious or involving finicky attention to detail he had 
little patience, nevertheless in vital points of operative 
technique he was meticulous and his work was neat 
and quick. It was a great pity he could not be 
induced to place on record his rich clinical experience, 
for there is no doubt that he could have written in 
an arresting manner and with a freshness of viewpoint 
given to few. 

As a teacher of both systematic and clinical surgery 
he excelled. His lectures, always full of anecdote, 
were for that very reason well remembered long after 
more formal teaching had faded into uncertainty. 
Yet, Mr. Lake adds, it will be not so much for his 
abilities as a surgeon and teacher that he will be long 
remembered as for the enthusiasm he was able to 
inspire in others and for the helpful encouragement 
he gave to his juniors. His popularity rested upon 
more than his abounding geniality; it depended 
primarily upon a deep-seated appreciation of his 
abilities, of his enthusiasms, even of the occasional 
inconsistencies which rendered his personality the 
more attractive, and of his unstinted help to all those 
who found themselves in difficulties whether technical, 
tactical, or ethical. Very few teachers and chiefs, 
Mr. Marshall says, can have had more influence in 
getting the best out of his subordinates and in spurring 
them on to effort; indeed, if Sir Herbert had made 
up his mind on a certain course for one of his men, 
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there was little peace until this was adopted. His 
help was available, however, far more than in a 


professional sense, and to all whom he had taken 
under his wing he was guide, philosopher, and friend, 
prepared to smooth out troubles and bothers. He 
was constantly being appealed to for advice and help, 
and as constantly acting as peacemaker. 

During this period of his life Waterhouse was a 
member of the council of the Royal College of Surgeons 
and of its court of examiners ; he examined in surgery 
at the Universities of London, Manchester, Birming- 
ham, and Liverpool. These were to him not mere 
duties ; he took pride in the academic successes of the 
candidates. He was also President of the Clinical 
Section of the Royal Society of Medicine. Early inthe 
war he became associated with a remarkable enterprise. 
Queen Alexandra, hearing that the Russian Army was 
deficient in hospital equipment, appointed a committee 
to collect funds for a hospital to be sent to Russia to 
assist the army on the Eastern front. This Anglo- 
Russian Hospital was put under the charge of Lady 
Muriel Paget as organising secretary, Dr. Andrew 
Fleming as commanding officer, and Waterhouse 
was appointed the principal surgeon. The unit 
proceeded to Petrograd in December, 1915, where 
with the help of Russian doctors and nurses the 
hospital was started in the wing of the Grand Duke 
Demetri’s palace with accommodation for about a 
hundred patients. In the following summer a field 
hospital was also commissioned and sent to the front 
attached to the Imperial Guards and under the com- 
mand of the famous General Brusillof. During 
the summer this hospital took part in his attack on 
the Austrian Army, which was so successful that 
nearly 400,000 prisoners were captured. The diffi- 
culties experienced by the organisers of the hospital 
were enormous, and it was due to Waterhouse’s 
experience and discretion that they were to a large 
extent overcome. One of his surgical colleagues 
writes : ‘‘ Always cheerful and hopeful under the 
worst conditions he gave encouragement to everyone 
around him. With the able assistance of Dr. Fleming 
the hospital created a good impression and soon 
became popular. Waterhouse was recognised as a 
surgeon of outstanding ability. Speaking French 
fairly fluently and in time acquiring a certain amount 
of the Russian language, he was an admirable chief 
in a very fine unit. To the Russian wounded he was 
always sympathetic and they accepted his advice 
without hesitation.”” He remained with the hospital 
for about a year, most of the time in Petrograd, after 
which he returned to England because he found that 
there was not enough work in Russia. Largely as a 
reward for his services in this hospital he received a 
knighthood. 

In his later years Sir Herbert Waterhouse became 
closely associated with the work of the Medical 
Defence Union of which he had been a member since 
1894. He was elected a vice-president in 1922 
and president in 1925. The council of the Union, in 
making itself widely representative both of important 
medical schools and of the manifold specialties, 
had increased in numbers to such an extent that 
under a weak chairman its meetings might have 
become protracted and inefficient, but in managing 
the discussions Waterhouse showed the tact and 
‘decision required to cut short irrelevance without 
ever unduly pressing his own view. Everyone with 
a well-considered point to bring forward got a fair 
and courteous hearing and knew that he would get it. 
And his conduct in the chair was only a small part 
of Waterhouse’s value to the Union. In constant 


ARY. 





conferences with the officers, in frequent personal 
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interviews with such members as might be receiving 
the advice and assistance of the Union, in arranging 
for the best expert evidence on behalf of members 
attacked in the courts, and in whole-hearted devotion 
to every aspect of the Union’s work, including that 
of finance, he expended time and energy ungrudgingly. 
True he took a never-ending delight and interest 
in the work, but none the less the whole profession 
owes his memory a debt of gratitude for labours 
which have benefited directly or indirectly all who 
practise medicine. , 

Amid these various professional interests Sir Herbert 
Waterhouse took an equally keen interest in other 
aspects of social life and enjoyments—e in his 
relaxations as an angler and in the friendships which 
he formed with those of literary, journalistic, and 
theatrical tastes at the Savage Club, where his loss 


ow 


will be deeply felt. In 1892 he married Edith 
Florence, daughter of J. G. Harker, of Middleton, 
St. George, Durham. Lady Waterhouse died in 


1929, and he is survived by two daughters. 


HENRY JOHN BLAKESLEY, F.R.C.S.Eng. 


Mr. H. J. Blakesley, who died on May 16th at the 
age of 73 years, was consulting surgeon to the Leicester 
Royal Infirmary. A student of Queen’s College, 
Birmingham, and University College, London, he 
qualified in 1880 and went to Leicester as assistant 
medical officer to the Leicester and Rutland Asylum. 
Surgery was, however, from the first his aim and he 
gave up asylum work for general practice, with 
appointments as surgeon to the Provident Dispensary 
and the Wyggeston Hospital. In 1889 under the 
tutorship of the late Mr. Charles Stonham he took the 
F.R.C.S. Eng. and joined the surgical staff of the 
infirmary. After serving his time as assistant and 
full surgeon, instead of retiring from public work he 
accepted charge of the male clinic for venereal 
diseases. Here his attention to detail and kindly 
sympathetic manner attracted a large number 
of patients, of whom but few defaulted. Dr. 
Christopher Rolleston writes of the disappointment 
which he felt that so few of his colleagues availed 
themselves of the extensive material available for 
study in the clinic, but when practitioners did come 
they were sure of a welcome and ample opportunities 
of acquiring clinical and manipulative skill. He was 
specially interested in the technique of the treatment 
of syphilis. Most of the injections of ‘ 606” were 
given by him or under his direct supervision. He 
adhered to the gravity method which implies much 
expenditure of time, and had remarkably few cases 
of dermatitis or jaundice. As regards gonorrhea, 
he applied tests of cure of a stringency rarely found 
elsewhere than in America or Germany. Colonel 
Blakesley died, Dr. Rolleston adds, as he had wished, 
in the hospital and wards he loved so well, quite 
suddenly without anguish, loved and respected by all. 


WILLIAM DOBINSON HALLIBURTON, 
M.D., F.R.C.P.Lond., F.RS., 
EMERITUS PROFESSOR OF PHYSIOLOGY, KING'S COLLEGE ,LONDON, 
Prof. Halliburton. whose death on May 2Ist was 
announced in our last issue, will be remembered as 
one who helped to build medicine firmly on a basis 
of exact science. In days when chemists who were 
alive to the biological bearings of their science were 


much rarer even than the physiologists working 
on the chemical side of theirs he, like Gamgee in 


Manchester, upheld in London the importance of the 
chemical study of physiology, in the years just before 
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the organic chemists led by Emil Fischer began 
systematically to explore biological fields, and before 
physical chemistry had come to be a_ specialised 
science or its biological applications been appreciated. 
His book on chemical physiology marked an era. 
{t kept alive through dark laborious years the fire 
that has blazed up since so brilliantly, and no one in 
England had greater cause for pride in the justification 
of the faith to which he devoted his life. Physiology 
in England owes a debt to Halliburton which the 
Physiological Society has endeavoured to convey 
in the affectionate esteem with which it has regarded 
him for more than 40 years. 

William Dobinson Halliburton was born in London 
on June 2Ist, 1860, the son of Thomas Halliburton, 
of Upper Norwood. He was educated privately and 
at University College School, under the headmaster- 
ship first of T. Hewitt Key and then of H. W. Eve. 
In October, 1877, he entered University College as 
a science student, later transferring to the study of 
medicine and 
graduating 
B.Sc. in 1879, 
M.B. in 1883, 
aad 39.D., 
qualifying 
for the gold 
medal in 
1884. Hethen 
held several 
resident posts 
at University 
College Hos- 
pital, but was 
soon diverted 
by the teach- 
ings of Burdon 
Sanderson and 
Schafer into 
the attractive 
byways of 
physiology. 
He had _ been 
Sharpey 
physiological 
scholar at 
University Col- 
lege and in 1885 
was awarded 

[Photograph by Elliott and Pry the se ie nee 

research medal 

and the Fellowship of the College. In 1887 he became 

assistant to Schafer in the chair of physiology, a 

post which he resigned three years later when he 

succeeded Gerald Yeo in the corresponding chair 

at King’s College. During this period he was also 

lecturing on physiology at the London School of 
Medicine for Women. 

At King’s College (in the words of his successor, 
Prof. R. J. 8. MeDowall) Halliburton gathered round 
him a number of able investigators—Brodie, Locke, 
(. J. Martin, Rosenheim, Da Fano, to name but a 
few—and many men now most distinguished clinicians 
were his pupils. He came particularly in contact 
with Ferrier and Mott, and there is little doubt that 
in some part this association was responsible for his 
making a special study of the chemistry of nervous 
tissues. It is interesting to remark that it was his 
researches, and those of Rosenheim in his laboratory, 
which led to the discovery that cholesterol might 
contain as impurity ergosterol, in which we now know 
vitamin D is developed under the influence of ultra- 
violet light. In these researches there is an untapped 
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mine of knowledge still to be drawn upon in the 
interests of medicine. His biochemical laboratory— 
improvised in a corridor, and the first in London 
rapidly became the Mecca to which large numbers of 
young biochemists came for instruction and inspiration. 
His early work was largely in relation to the bio- 
chemistry of the proteins of muscle and blood. For 
this work he was made a Fellow of the Royal Society 
in 1891. In the nature of things many of his 
discoveries have passed from current knowledge, but 
they will ever stand as essential stepping-stones 
in the advance of knowledge of the subject. He 
did not, however, confine himself strictly to bio- 
chemistry. With W. E. Dixon he carried out 
researches on the cerebral circulation and the cerebro- 
spinal fluid. He was one of the founders of the 
Biochemical Society, of which he was the only honorary 
member. 

Of Halliburton’s relations within the College, 
something was told at the memorial service by a 
former colleague, Prof. E. Barclay-Smith. There 
was never, he said, a more devoted friend, a more 
loyal supporter of King’s than Halliburton. Service 
to the college was his life and in many ways he was 
the life of the college. All who knew him will agree 
that he simply radiated sympathy, gentleness, and 
kindness. He was never known to speak unkindly 
of orto acolleague. Inthe many meetings over which 
he presided he would often listen with the utmost 
patience to a colleague with whose opinion he might 
differ, but never by look or word would he give pain 
to his opponent. For many years he served as dean 
of his faculty and from the day that Halliburton 
admitted a student he had the supreme gift of making 
that student feel that the dean was his friend, his 
confidant, his ever ready and constant help in time of 
trouble. 

As a writer the name of Halliburton has become a 
household word in medicine and its allied sciences. 
Although he did all his writing with his left hand there 
is no internal evidence that his pen did not always 
run freely. The text-book of physiology which now 
bears his name has had a truly remarkable career. 
It was in 1848 that William Senhouse Kirkes, with the 
assistance of James Paget, brought out a handbook 
of 705 pages, expanding and revising the treatise by 
Johannes Miller then in vogue. The volume was 
(in a reviewer's words) lucid, precise, plain, and 
practical, and for 52 years and 13 editions it was 
associated with St. Bartholomew's Hospital and 
editors such as Savory, Morant Baker, Vincent 
Harris, and Klein. In 1896, on the advice of Sir 
William Gowers, Mr. John Murray asked Halliburton 
to take it over and under his guidance another 13 
editions appeared in the next 21 years. Six more 
editions brought up the total number of copies 
issued to more than 125,000. And the book remained, 
as it started, lucid, precise, plain, and practical. No 
other medical text-book has shown such perennial 
youth and vitality. But Halliburton’s greatest work 
was undoubtedly the Text-book of Chemical Physio- 
logy and Pathology which first appeared in 1891, a 
volume of 874 pages with 104 illustrations. The title 
was “chemical physiology ”’ rather than ‘‘ physiological 
chemistry,’ for it was Halliburton’s aim to deal with 
the subjects from the point of view of their function 
in the body rather than from that of their chemical 
relationship one to another. This book became at 
once the vade-mecum of all who were trying to solve 
the problems of pathology from the side of chemistry. 
In his Essentials of Chemical Physiology he was 
successful in compressing into one handy volume all 

(Continued at foot of opposite page.) 
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CORRESPONDENCE 


ADEQUATE TREATMENT OF SYPHILIS. 
To the Editor of Tue LANCET. 

Sir,—Colonel Burke, in his article on this theme in 
your issue of May 23rd (p. 1127), assesses my influence 
on current practice in the treatment of syphilis 
much too highly. I have never flattered myself 
that any reader would accept my dicta without 
question, and have tried always to present the evidence 
with the argument so that the reader could form his 
own judgment. | have no wish to engage in a polemic 
with Colonel Burke, and write now only in order 
that the issue between those who advocate the practice 
of giving mercury or bismuth in the same course, 
and those who advocate first the administration of 
a course of arsenobenzene, then a course of mercury 
or bismuth, and so on, may be made clear. In both 
schools are workers whose opinions command the 
greatest respect, and I would ask the reader not to 
judge solely by what is said by either Colonel Burke 
or myself, but to refer to the original papers from 
which we have derived our evidence. 

With regard to the respective merits of our different 
plans of treatment, apart from the question of neuro- 
recurrence, perhaps it would be best to reserve 
judgment until the results of the League of Nations 
analysis of case records has been published, and 1 
would confine the issue here to whether or not the 
administration of arsenobenzene preparation alone 
in the first course of treatment of an early case ot 
syphilis conduces more to the settlement of Sp. 
pallida in the central nervous (including the meningo- 
vascular) system, than does the practice of ensuring 
during the first course that mercury or bismuth is 
more or less constantly in circulation. I have 
presented evidence that it does in an article published 
in the Practitioner for February, 1931 (of which, 
so far as the supply will permit, I shall be glad to 
send a reprint to anyone interested), and in othe 
publications, including No. 132 of the M.R.C. Special 
feport Series.  Alurralde and Sepich, in a paper 
summarised in Bulletin of Hygiene (1930, v., 77), 
attributed the great increase in frequency of neuro- 
syphilis in Buenos Aires to the exclusive, or almost 
exclusive, use of arsenobenzene preparations. Against 
Colonel Burke's suggestion that the difference between 
his experience and that of Moore and Kemp in 
respect of neuro-recurrences may be due to his use 
of bismuth instead of mercury, and to the use of 
** 606° by Moore and Kemp, is the fact that very 
many thousands of soldiers were treated during the 
war by a course of * 606 and mercurial injections, 
and this admittedly inadequate according to present- 
day standards, yet the cases of clinically manifest 
neuro-recurrence discovered in them afterwards was 
negligible (see Brit. Jour. of Venereal Diseases, April 
and July, 1925). 

Colonel Burke quoted an extract from Moore and 
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that would be likely to help the student or young 
practitioner in his approach to medicine from the 
biochemical side. Of special interest further were 
his Croonian lectures on the biochemical side of 
nervous activity, delivered before the Royal College 
of Physicians in 1901.) In 1916 Halliburton was 
asked by the Physiological Society to take over the 
editorship of Physiological Abstracts, which in his 
hands became firmly established as a periodical of 
international importance. 


Kemp’s article in which it was stated that ‘it is 
absolutely unsafe to permit a patient with primary 
or secondary syphilis to pass a single day without 
the influence of a treponemicidal drug.’? This appears 
to me to favour the concurrent use of mercury o1 
bismuth with the arsenobenzene preparation during 
at least the first course, because the experimental 
evidence is that even ‘ 606°" is excreted so quickly 
that when it is used alone the patient is not under 
the influence of a treponemicidal drug for some days 
in each week of a course. The argument seems to 
apply with greater force to * 914,” the excretion of 
which is much more rapid than is that of ** 606,” 
but perhaps Colonel Burke has evidence that stabil- 
arsan is excreted more slowly. Colonel Burke states 
that there is no difference between our two lines ot 
treatment in respect of clinical neuro-recurrence. 
This is true, but in Report No. 132 I suggested that 
for every case presenting clinical signs of neuro- 
recurrence there must be a number with only changes 
in the cerebro-spinal fluid, and in my other article 
I quoted some results of examinations of cerebro- 
spinal fluid by R. Bernard, which, so far as they go, 
support this view. 
I am, Sir, yours faithfully, 
Eecleston-square, =.W., May 30th, L. W. HARRISON, 


To the Editor of Tuk LANceETr. 

Sirn,—In reference to Dr. Tytler Burke's article 
may | make some comment on the section headed 
Therapeutic Economy. In the first place, any 
estimate of the value of a treatment of sero-negative 
primary syphilis must be based on a consideration 
of the blood and cerebro-spinal fluid five to ten years 
after infection in cases where reinfection is practically 
excluded. Dr. Burke has not observed his Cases long 
enough, or adequately enough, to make more than an 
estimate of probable cures, and so his claim for 
100 per cent, cures cannot be admitted. Colonel 
Harrison has made no such claim of 100 per cent. 
cures. 

In the second part of this section Dr. Burke claims 
that his course has an efficiency index of 92, as 
compared with 79 for the St. Thomas’s course. These 
numbers are based on computations and theories, 
about which may I put forward the 
observations : 

(1) The relative therapeutic—i.e., spiroch#ticidal 
value of a compound, although it very roughly varies 
with the chemotherapeutic index, does not do so in a 
mathematical manner, or, at any rate, this has not 
been shown. A much sounder mathematical expres- 
therapeutic value would be obtained by 
giving the inverse of the average time of disappearance 
of spirochetes from a lesion on exhibiting a standard 
therapeutic dose of the compound. Thus, supposing 
a dose of 0-011 g. arsenobenzene per kilo causes 
disappearance of spirochetes from a lesion seven 
days after infection in one day, and a dose of 0-006 g. 
per kilo of bisoxyl produced disappearance in similat 
cases in four days, then the chemotherapeutic value 
of arsenobenzene would be 1, and that of bisoxyl 
0-25, instead of 0-5 sSurke’s 
theory). 

(2) A course cannot be judged on the intensity of 
therapeutic action taken as the average intensity 
per course, Colonel Harrison 
prefer a maximum intensity during the first three 
weeks with a long stretch of slighter intensity instead 


following 


sion of 


(according to Dr. 


since some e.2., 








* a mc 


1266 THE LANCET,] 


of an even course of moderate intensity during a 
shorter period (Dr. Burke). 

(3) According to Dr. Burke’s theory a dosage of 
0-45 g. stabilarsan per week is equivalent in spiro- 
cheticidal action to one of 0-6 g.-per week, or, one 
supposes, of 0-9 g. per week. Each is considered to 
be one therapeutic unit. There can be few who had 
experience of the relative efliciency of large and small 
doses of salvarsan who would dream of accepting 
such an opinion. 

(4) Dr. Burke’s theory, although it apparently 
stresses the time factor, makes no real distinction 
between the heavy bombardment of spirochetes in 
a period of 48 hours or so by the intravenous arseno- 
benzols, and the continuous slow-fire of the bismuth 
over a period of a week or more. Good generalship 
demands a suitable combination of bombardment 
and slow-fire which is unrepresented by the figures 
in Dr. Burke’s scheme. 

All these considerations lead me to believe strongly 
that an evaluation of net therapeutic efficiency 
cannot be made by any very simple scheme, and also 
that Dr. Burke’s scheme is definitely unsound. 

I am, Sir, yours faithfully, 
HOWARD ALLEN, 


Assistant Medical Officer (V.D.), St. Thomas's 
May 29th, 1931. Hospital. 


To the Editor of Tue LANCET. 


Sir—Dr. Burke is protagonist of what he calls the 
alternating regimen in the treatment of syphilis. 
He supports his arguments by an analysis of some 
136 cases of sero-negative primary cases who have 
completed this alternating regimen, which he con- 
siders necessary to cure an early case. Most clinicians 
will be unable to accept an opinion based on so small 
a number of cases observed for an inadequate period. 
Further, in sero-negative primary syphilis it is well 
known that a small quantity of either arsenobenzol 
or bismuth is sufficient to produce an apparent cure. 
While I am averse to entering into a controversy 
on the relative merits of different forms of treatment, 
because many different methods are effective in 
attaining a cure, there are statements in Dr. Burke’s 
article which, though plausible, have not been proved. 
There are also many statements which are not in 
accord with my clinical experience. 

In our work here extending over a period of 
17 years, the incidence of complications following on 
*“concurrent treatment’ with arsenobenzol deriva- 
tives in combination with bismuth or mercury has 
been extremely low. Some individuals are intolerant 
of arsenobenzol and bismuth preparations no matter 
what scheme of treatment is adopted. There are 
many factors which enter into the production of 
intolerance other than the drug(s) employed—e.g., 
septic foci, alcoholic indulgence. The periods of rest 
from treatment which Dr. Burke seems to deprecate 
are not provided to allow the patient to recover 


‘from the toxie effects of the remedial agents 
administered.” Experimental work and _ clinical 


experience show that arsenobenzol, bismuth, and 
mereury are cumulative in their effect and that a 
certain amount of the drug is not immediately 


absorbed but is stored in the tissues. The temporary 
rest from treatment allows the tissues to use up or 
eliminate the residue deposited in them. 

Dr. Burke makes reference to nephritis as a common 
manifestation of intolerance in concurrent treatment. 
In our experience of close on 40,000 injections per 
annum it is one of the rarest complications. The 
production of Wassermann-fast cases is stressed as 


an argument against concurrent treatment. In cases 
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of sero-negative syphilis, which Dr. Burke quotes, 
Wassermann-fast cases should be unknown. In 
generalised syphilis, with active florid lesions, a 
quite undue prominence is often given to Wasser- 
mann-fast cases; they are, in our experience, very 
rare if the patient is treated on the concurrent 
method. Dr. Burke’s statement on ‘‘the mode of 
action of arsenobenzol compounds and of bismuth ”’ 
is merely postulating a theory. There is no accepted 
scientific proof that bismuth, when injected into 
the body, produces a toxalbumin. . The weight of 
experimental evidence tends rather to suggest that 
the mechanism of the action of bismuth is essentially 
similar to that of mercury, and is dependent on the 
ease with which the Bi-ions become dissociated, the 
latter being responsible for the spirochticidal action. 
There is no proof that, as in the case of the arseno- 
benzol compounds, complex oxidation products, 
which are spirocheticidal, are produced. Clinical 
evidence also points to bismuth and mercury acting 
in a similar manner both in the production of toxic 
symptoms and in their therapeutic effects. Dr. 
Burke’s statement that ‘‘ mercury is inefficient and 
a mere waste of time”’ is not in accord with the 
experience of most clinicians. In conjunction with 
arsenobenzol it has resulted in a cure of many cases 
of syphilis, and in cases of late and latent syphilis 
there is still ground for thinking that it has a place 
in the therapy. 

Under the heading of Therapeutic 
Dr. Burke’s attempt to calculate the theoretical 
efficiency of any one drug is misleading. No mathe- 
matical formula can take into account (1) the indi- 
vidual resistance of the patient, (2) the virulence of 
the infection, and (3) the many intercurrent factors 
such as focal sepsis, the behaviour of the patient, 
intercurrent illness, &c., which influence the course 
of the disease. The chemotherapeutic indices which 
Dr. Burke chooses to adopt for the respective drugs 
are arbitrary figures ; there is no evidence, based on 
the treatment of human syphilis, to substantiate 
them, and animal experimentation is not always a 
reliable guide. No account is taken of the stimulation 
of natural immunity by the arsenobenzol preparations. 

The success of treatment depends, in our opinion, 
more on a study of the needs of each individual 
patient and how far one caters for these needs. The 
same applies to defaulting from treatment. It is 
not so much how long a patient is asked to attend ; 
it is more the power of the medical attendant to 
impress on him the need for continuity of treatment. 

In his attempt to make out his case Dr. Burke 
has collected a series of assumptions and from these 
he lays down dogmatic rules of treatment. But what 
scientific proof is there :— 

(1) That *‘ 606” has a greater 
effect on nervous tissue than 
poses to neurosyphilis ? 

(2) That mercury is inefficient and a mere waste 
of time ? 


Economy 


traumatic toxic 
914” and so predis- 


(3) That the figures which he gives as the chemo- 
therapeutic index for arsenobenzol compounds, 
bismuth, mercury, tryparsamide, &c., are applicable 
in human syphilis ? 

(4) That arsenobenzol compounds and _ bismuth 
act on the same “productive mechanism of the 
body ’’ in the same way, or, even if we admit that 
they do so, that this mechanism is ever exhausted 
when reasonable therapeutic doses of each is given ? 

There is undoubted clinical evidence in support 
of the synergistic effect of drugs in other fields of 
medicine, and I fear that the tone of Dr. Burke’s 
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contribution will lead to confusion in the minds of 
readers who do not appreciate that many of his state- 
ments are mainly theory and not accepted clinical 
facts. It is possible to standardise a laboratory 
test ; it is not possible, nor it is advisable to try, to 
standardise the treatment of a disease. There is the 
recognised necessity of treating the patient rather 
than the symptoms. 

I am, Sir, yours faithfully, 

Davip Lees, M.B., D.P.H., F.R.C.S., 
Edinburgh, June 2nd, 1931, F.R.C.P. Edin. 


THE CLEAN MILK PROBLEM. 
To the Editor of THE LANCET. 

Srr,—Many of us who are interested in the milk 
problem are much in sympathy with the letter of 
Dr. Stenhouse Williams and agree with it up to a 
point. While the work he cites on the nutritive 
side is interesting, nothing is said as to the weight 
of evidence on the other side, and my remarks “‘I do 
not think that its opponents have demonstrated, 
when efliciently performed, that it (i.e., pasteurisation) 
does any material damage to any known nutritional 
factor in milk, but the last word has not been said 
on this side and our knowledge is admittedly 
incomplete *’ are a fair statement. The recently 
issued Memorandum of the Ministry of Health! puts 
it much stronger and states as regards pasteurisation 
‘* Milk so treated appears to retain its valuable food 
properties practically unimpaired.’’ But by all means 
let us have more studies of the nutritional values 
of different types of milk. 

When Dr. Williams asks that any new legislation 
shall ensure the progress of the production of a clean 
milk which is free from disease it is not clear for 
what he is asking. My proposals advocate giving 
powers to the larger urban areas only to permit 
efficiently pasteurised milk or milk from herds certi- 
fied free from tuberculosis and produced under cleanly 
conditions to be sold. The second group is surely 
what Dr. Williams wants to encourage. He evidently 
fears that the alternative provision of pasteurised 
milk will not encourage their multiplication. Here 
I do not agree, but in any event, their numbers are 
negligible now, except in the Reading area, and their 
rate of increase is of the slowest. If Dr. Williams 
and his colleagues can demonstrate the inferiority 
of pasteurised milk, that will be an excellent impetus 
to their production. 

Behind these points is the old contention that 
any widespread system of pasteurisation will put 
back the clock as regards the production of clean 


milk. I think this is a probable and undesirable 
result and the evil should be minimised so far as 
possible. The operations of my proposals in their 


restricted and controlled form will do a good deal 
in that direction. The real answer, however, is to 
put the question—What is the alternative? Are we 
to continue indefinitely as at present with extensive 
infection of the milk-supply by tubercle bacilli, with 
no constructive scheme operating for the elimination 
of tuberculosis amongst our dairy cattle, with the 
risk and the actuality of milk-borne outbreaks of 
infectious disease (such the extensive Hove- 
Brighton outbreak), with enormous numbers of 
bacteria as the normal contamination of our milk, 
with the agricultural interests failing to codperate 
in the enforcement of the Milk and Dairies Order 
and indeed often actively retarding its enforcement, 
and with a material proportion of our milk-supply 
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pasteurised by methods which are both undisclosed 
and unreliable in their operation? Dr. Williams will 
no doubt reply that there have been great improve- 
ments. There may be in the Reading area, and we 
all admire the magnificent educational and scientific 
work done by him and his colleagues there. Unfortu- 
nately it does not apply to the country generally, 
and does not affect the truth of the above statement. 
Like him, I should prefer to see provided a clean safe 
pure milk-supply without any heat treatment: but 
it is not in sight. 

The large urban areas have no efficient means of 
safeguarding their milk-supply, and in view of the 
continued failure of the agricultural side to put 
their house in order, it seems reasonable to give them 
the opportunity of protecting it in the way I have 
indicated. I weleome measures to extend the number 
of herds free from tuberculosis and believe that 
financial assistance to that end is wise and necessary. 
With encouragement it should be possible to assure 
that an appreciable proportion of the milk sent to 
our cities is from such herds. 

I am, Sir, yours faithfully, 


May 26th, 1931. WILLIAM G. SAVAGE. 





APLASTIC ANAMIA. 

To the Editor of THe LANCET. 

Sir,—The interesting case of aplastic anemia 
recorded by Dr. W. J. Fenton and Dr. A. Turner in 
your issue of May 30th (p. 1188) prompts me to call 
attention to the possibility of keeping patients 
suffering from this condition in good health for long 
periods by repeated transfusions. The case of a 
patient of mine, now aged 36, who is still alive and 
active six years after the onset of the disease, is 
recorded by Dr. R. Stewart-Harrison in the April 
number of the Guy’s Hospital Reports. His blood 
picture is that of aplastic anemia with a very low 
white count, and his h#moglobin percentage has 
been as low as 23. The gastric secretion is normal, 
there is no glossitis, occult blood is absent from the 
stools, and there are no nervous symptoms. Very 
large doses of liver, stomach, and iron have no effect. 
The patient has, however, been kept in sufficiently 
good health to carry on his duties as a bank manager 
by means of regular transfusions, which maintain 
his hemoglobin percentage between 70 and 90. On 
one occasion, as a result of eight transfusions given in 
18 days, his hemoglobin rose from 50 to 101 per 
cent. He has had 109 transfusions of a full pint 
since 1927, and so long as he continues to be transfused 
about once a fortnight there seems no reason why 
he should not remain in good health and full activity. 

I am, Sir, yours faithfully, , 
New Lodge Clinic, May ARTHUR F. 


31st. HwuRst. 


APPARATUS FOR ARTIFICIAL RESPIRATION. 
To the Editor of Tuk Lancet. 

Str,—The apparatus for the prolonged administra- 
tion of artificial respiration described in the last 
issue of THE Lancet strikes me very forcibly as 
being an elaboration of an apparatus I saw at the 
White City in the period between 1904 and 1910. 
I cannot say the precise year. A fishery exhibition 
was in progress, and this apparatus was in charge of 
a venerable clergyman, who was interested in fishing 
companies and fishermen generally. It consisted of 
a plate glass case with a hole in one end, closed partly 
by a rubber collar; it had an air pump attached to 
the other, by means of which air could be pumped 
into the case. There was a specially made Japanese 
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doll in the case with its head outside, the neck being 
gripped by the collar. On working the pump in 
the proper manner the doll was made to perform 
the movements of respiration in a most life-like 
manner. The idea of the exhibitor was to apply 
artificial respiration to fisherman suffering from the 
effects of immersion in water. It struck me that it 
would be a good apparatus to have in a lying-in 
hospital and that its use there would do away with 
the Schultze method. But to my mind there was 
one great drawback, and that was the tight collar 
round the neck, which of course had to make an air- 
tight joint. I was afraid that neither the developed 
neck of a fisherman nor the tender neck of a new- 
born infant could stand the necessary pressure and 
that if the subject were saved from death in one 
way he would meet it in another—i.e., by choking 
through pressure on the wind pipe and great vessels 
of the neck. It would appear that this has been 
overcome now by using a soft rubber diaphragm and 
making it adjustable. But I still have my doubts. 
After coming home I had some correspondence with 
the clergyman, but it ceased for reasons which need 
not be mentioned here. All the same I think that this 
gentleman deserves credit and I am pleased to recall 
this apparatus to mind. Perhaps other medical men 
saw it, and will remember it and perhaps you, if you 
care, will be able to find out something about it, 
and the name of the inventor (which I forget) and 
even after all these years to give him publicly due 
credit for one of his good ideas. 
I am, Sir, yours faithfully, 
Gateshead, May 30th, 1931. W. SMITH, M.B. 


HEALTH EDUCATION. 
To the Editor of THe LANCET. 

Sir,—In your issue of May 16th (p. 1115) an address 
by Mr. Somerville Hastings, entitled The Medical 
Service of the Future, was reported in which he made 
the following statement : 

. . « the laws of health for adults and children are 
hardly taught at all. . . . There must be much more health 
propaganda by poster, lecture, and instruction in the school, 
May I call attention to the contribution to health 
education that is being made by the British Red 
Cross Society ? 

The Health Lecture Department, with the coéperation 
of the women’s institutes, organises lecture courses 
and tours in all parts of the country, particularly in 
rural and slum areas, with the object of spreading 
knowledge of the simple rules of healthy living— 
dental hygiene, food values, prevention of infection, 
and so forth. These are frequently associated with 
** health weeks ”’ for which posters and other literature 
are supplied. 

The Junior Branch of the Society, by means of its 
link’? system in schools, provides a large number 
of teachers and social welfare workers with attractive 
material for health propaganda among children— 
posters, health law cards, magazines, and a graded 
system of instruction for certificates in hygiene and 
correlated subjects. Through the willing response 
and enthusiasm of young people as members of a world- 
wide society whose emblem is in constant association 
with activities for the promotion of health and the 
mitigation of suffering, the formation of good health 
habits and a sense of responsibility for the well-being 
of the community are fostered. The practical results 
achieved through the junior branch have won the 
approval of medical and educational authorities and 
the widespread support of teachers and parents. 

The National Council for Maternity and Child 
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Welfare, under the auspices of the Society, codrdinates 
and assists a large number of voluntary organisations 
concerned with the dissemination of knowledge as to 
the healthy management of motherhood, infancy, 
and childhood. The permanent and travelling health 
exhibitions, consisting of posters, specimens, models, 
leaflets, literature, lantern slides, &c., and accompanied 
by a qualified lecturer, bring the means for a sound 
and psychological education on the specialised subjects 
to a wide public. 

All members of the Voluntary Aid Detachments are 
required to take courses of instruction in hygiene and 
sanitation, and many of the members, when qualified, 
give instruction on these subjects to scouts, guides, 
institutes, and others. 

The obligation of the British Red Cross Society, 
under its supplemental charter, to work for the 
promotion of health is thus met by a scheme of health 
education for people of all ages and many differing 
sections of the community. 

I am, Sir, yours faithfully, 
ARTHUR STANLEY, 
Chairman, British Red Cross Society. 
14, Grosvenor-crescent, 8.W., May 30th, 1931. 


SYPHILIS AND YAWS. 
To the Editor of Tue Lancer. 

Sir,—In your issue of May 2nd Dr. Stannus 
calls in question my remarks on the immortality of 
certain medical fallacies. The substance of his 
objections is as follows : 

1. Unhappily Captain Butler drew his inspiration from 
Berkeley Hill and E, Lancereaux—two nineteenth century 
writers upon syphilis—the first of whom was so ignorant 
of framboesia that he says “‘ sibbens resembles it,’’ while 
Lancereaux didn’t even know that pian and yaws were 
synonymous. 

2. Not much has been written upon the ** unity or duality 
of these two diseases,”’ but the majority of those able to judge 
the evidence take the view that there are two viruses involved. 

3. That the onus of proof should be upon those who 
believe in unity. 

In answer to the first charge, the work of Dr. 
Berkeley Hill is a model of English observation, 
information, and reasoning upon the disease syphilis. 
Up to the time of publication he registers in this 
remarkable work everything that was actually known 
about syphilis. In regard to Prof. Lancereaux’s 
ignorance of yaws I quote his own words from Vol. I. 
of a Treatise on Syphilis (page 31). 

‘The names yaws, pian, framborsia, serve to indicate in 
different countries a disease, the unity of which, in spite of 
some opposite opinions, is now generally recognised, and 
which, like the foregoing epidemic appears to belong to 
the domain of syphilis.” 

It would seem that these two authors should be 
cleared of the implications made against them. 
In my own opinion, it would be good constructive 
medicine if every prospective “ frambosiologist ” 
were made to know one or the other of these 
volumes from beginning to end. 

As regards the third charge, that the burden of 
proof should be upon those who believe in unity, this 
is the opposite of fairness. When the framboesial 
syndrome emerged from the obscurity of the past, it 
was differentiated from syphilis entirely upon clinical 
and therefore utterly insufficient grounds, The 
older writers such as Huxham, Sydenham, and 
Suchan, were aware that yaws was simply non- 
venereal syphilis. During the eighteenth and nine- 
teenth centuries the yaws syndrome was delimited 
by definition and cases of syphilis that failed to 
manifest the particular set of symptoms which were 
contemplated in the term yaws were set apart. 
The dualist attitude is the most notable case oi 
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petitio principii within my knowledge. The scientific 
attitude should have placed the burden of proot 
upon those who believe that yaws was something 
different from syphilis. 

Thirty years ago at a B.M.A. meeting Jonathan 
Hutchinson had a contention? with several experts 
in tropical medicine; the others party to this 
discussion were E. Davies (Samoa), Patrick Manson, 
D. ©. Rees, and Kenneth Macleod. Hutchinson’s 
contention was that a certain young Englishman, 
who had contracted yaws in West Africa was suffering 
from syphilis. He defended his thesis so clearly, 
forcefully, and with such admirable reserve that he 
proved his point to any unbiased mind. His conten- 
tion was that yaws and syphilis immunised to each 
other, which in all other diseases is taken as final. 
Since that date the final answer in all laboratory 
investigations has proven that -Hutchinson was 
correct. Those who defend the principle of duality 
here are simply tilting at windmills. If yaws is not 
syphilis then all our scientific indices must be uprooted 
and learned over again. 

Dr. Stannus by implication is rather doubtful about 
the capacity of the readers of The Lancet to judge in 
this matter. I should like to call his attention to the 
fact that this journal and another great English 
journal, the British Medical Journal, have been 
publishing articles on this subject for over 100 years.? 
Much of the experience of the great clinician 
Hutchinson was published in these two journals. 
It has often impressed me how much fairer is the 
attitude of these two journals on this point than is 
that of the majority of American medical journals. 
Many of these latter will not print manuscripts 
which try, as we say, to debunk their cherished 
fallacies that syphilis found its origin in America and 
that vaws and syphilis are distinct. The last editions 
of the two leading text-books on tropical medicine 
in English, the ninth edition of Manson-Bahr and the 
third edition of Castellani and Chalmers contain 
many of the same errors as in the first editions. 
If these authors had profited by the human experi- 
ments as put down in Berkeley Hill’s book upon the 
‘syphilisation ’’ as practised from 1850 
to about 1880 and by the monkey experiments 
of that distinguished believer in duality, Dr. Otto 
Schobl, 1926 to 1931, they would have seen what a 
scientific shambles has been made of the theory that 
vaws is anything but syphilis. 

I am, Sir, yours faithfully, 
C. S. BUTLER, 


Captain (M.C.), U.S. Navy. 
Washington, D.C., May 21st, 1931. 


subject of 


To the Editor of Tur LANCET. 


Sir,—Frankly admitting my lack of omniscience? 
I am really anxious to know why it is that the syphilis 
with which I am familiar is so different from the 
sibbens of which I have read, and from the yaws 
I have seen and about which, also, I have read. 
Dr. Stannus states quite definitely that sibbens was 
syphilis and not yaws; and he thereby implies his 
belief that syphilis and yaws are distinct disease- 
entities. In this belief we are agreed. Sibbens 
appeared in Scotland in 1694 and was termed later 
on Frambesia cromwelliana owing to it having been 
introduced by the Protector’s soldiers. It is again 
mentioned by Patrick Blair in his ‘‘ Miscellaneous 
Observations’? in 1718. Both these dates are earlier 
than that quoted by Dr. Stannus. It is mentioned 

1THE LANCET, 1900, ii., 618. 


P 2? See THE LANCET, 1827-28, i., 856, on a case of framleesia 
from the toyal Infirmary, Edinburgh. 








as occurring in Jreland and in Scandinavia in the latter 
part of the eighteenth and the beginning of the 
nineteenth century. The descriptions by contemporary 
writers seem to me to make it tally very closely 
with yaws and not at all with syphilis, It was 
non-sexually acquired and the subsequent course of 
the disease was frambeesial always. In some districts 
of Russia the unhygienie conditions under which the 
peasants live is such that there is an enormous 
amount of non-sexually acquired syphilis. Here, 
however, the subsequent course of the disease is 
not that of sibbens but of syphilis. The one never 
changes into the other 

The difference between syphilis and sibbens is 
precisely that between syphilis and yaws. All that 
I have read leaves no doubt whatever in my mind 
that yaws, sibbens, boubas, pian, radesyge, and 
parangi are synonymous. And further, my practical 
experience of syphilis makes it clear that that disease 
is an entirely distinct entity. Dr. Stannus and I 
have probably read many things in common ; 
apparently we have not always put the same inter- 
pretation upon what we have read. In the views 
I hold Dr. Stannus must be aware that I am in quite 
good scientific company. 

I am, Sir, yours faithfully, 
E. TYTLER BURKE. 
Municipal Clinic, Salford, May 23rd. 1931, 


THE BIRTHDAY HONOURS 


Tue list of Birthday Honours issued on June 3rd 
includes the names of the following members of 
the medical profession : 

KNIGHTS BACHELOR, 

Colonel Samuel Rickard Christophers,  C.I.E., 
O.B.E., I.M.S., retd., Director of the Central Research 
Institute, Kasauli. 

Lieut.-Colonel Henry Albert John 
I.M.s., retd. 

Pendrill Charles Varrier-Jones, M.R.C.P.. founde1 
and Medical Director of Papworth Village Settlement 
for the treatment of tuberculosis. 


Gidney, 


C.B. (MILITARY). 

Major-General William Richard Blackwell, C.M.G.., 
Deputy Director-General of Army Medical Services. 

Major-General James Drummond Graham, C.I.E., 
I.M.s., Public Health Commissioner, Government of 
India. 

Surgeon Rear-Admiral Alfred James Hewitt. C.B.E. 

C.M.G. 

William Nathaniel Robertson, C.B.E., M.B., Vice- 

chancellor of the University of Queensland. 


C.B.E. (MILITARY ). 
Wing-Commander William Wood Shorten, R.A.F. 


C.B.E. (CIVIL). 
Albert Launcelot Hoops, M.D., Principal Civil 
Medical Officer, Straits Settlements. 
Arthur Herbert Norris, M.C., M.R.C.S., Chief 
Inspector of Reformatory and Industrial Schools, 


Home Office. 
O.B.E. (MILITARY ). 


Lieut.-Colonel Charles Joseph Coppinger, R.A.M.C. 


O.B.E. (CIVIL). 

Frederick William Alexander, M.R.C.S., late medical 
officer of health for Bromley and Poplar. 

Alfred Clarence Norman, M.D., Director of the 

X Ray and Electrical Institute, Bagdad. 
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M.B.E. (MILITARY), 

Lieut Alexander Nicol de Gruyther, Senior 
\ssistant Surgeon, Indian Medical Department. 

Lieut.. James Berchmans D’ Souza, Senior 
Assistant Surgeon, Indian Medical Department. 

First-Class Assistant Surgeon Richard Campbell 
Gale, I.M.S., attached Iraq Levies. 

M.B.E. (CIVIL). 

Jocelyn Maingard, M.D., medical officer, Mauritius. 

Shivram Wamanji Patil, J.P., medical practitioner, 
Bom bay. 

Roger Pilot, medical officer, Mauritius. 

HON. M.B.E. 

Zahi Haddad, medical officer of health for Haifa, 

Palestine. 
1.8.0. 

Major Edward Francis Hottinger, L.M.S.S.A., 
civil surgeon, Punjab. 

Lorens Arthur Prins, inspecting medical officer, 
Ceylon. 

KAISAR-I-HIND MEDAL (BAR). 

Henry Tristram Holland, C.1.E., F.R.C.S., Church 

Mission Society, Quetta. 
KAISAR-I-HIND MEDAL, 

Miss Hilda Keane, M.D., medical superintendent 
of the Victoria Zenana Hospital, Delhi. 

Miss Adelaide Woodward, doctor-in-charge of 
American Presbyterian Memorial Hospital, Fatehgarh. 

Ian Ross Anderson, M.B., medical officer in charge 
of Kalna Mission Hospital, Bengal. 


PARLIAMENT 
NOTES ON CURRENT TOPICS. 


REASSEMBLING OF PARLIAMENT. 
THE House of Commons reassembled after the 
Whitsuntide recess on Tuesday, June 2nd. 


HOUSE OF COMMONS. 
TUESDAY, JUNE 2ND. 
Mortality Ages in British India. 

Mr. FREEMAN asked the Secretary for India the average 
age of mortality, at the last known date, in British India. 
Mr. BENN replied: No exact figure can be given, but in 
1928 (the latest year for which riaterials for calculating 
are available) the average age was about 23 years. 


Medical and Public Health Services in India. 

Mr. FREEMAN asked the Secretary for India what per- 
centage of revenue raised in India was spent on the 
maintenance of medical relief and public health services. 
Mr. BENN said that for the year 1929-30 the gross revenue 
of British India (central and provincial) was 2,27,26,48,398 Rs. 
and the gross expenditure on medical and public health was 
6 ,61,95,450 Rs., the percentage of gross revenue being 2-9. 


Butter and Public Health Regulations. 

Capt. PETER MACDONALD asked the Minister of Health 
whether there was any examination of butter imported into 
Great Britain for sale ; and what were the general regulations 
governing the sale of butter.—Miss LAWRENCE replied : 
The answer to the first part of the question is in the 
affirmative. Butter which is exposed for sale may be 
seized and destroyed if found to be unfit for human consump- 
tion. Samples are taken by officers of the local authorities 
under the Food and Drugs (Adulteration) Act and the Sale 
of Butter Regulations, and the vendor is liable to prosecution 
if there is evidence of adulteration. 

Colonel RUGGLEs-BrIsE asked the Minister of Health 
if he would ascertain the conditions under which consign- 
ments of butter now reaching this country from Russia 
were produced: whether those conditions conform to the 
conditions required in this country ; and whether he would 
cause samples of the butter from Russia to be analysed on 
arrival.—Mr. GREENWOOD replied: As at present advised, 
I do not consider it necessary to make the inquiry suggested. 


PARLIAMENTARY INTELLIGENCE,— MEDICAL NEWS, 
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Imported butter is subject to examination on arrival in 
this country under the Food and Drugs -(Adulteration) 
Act, and the Imported Food and Preservatives Regulations. 
Samples of recent consignments of Russian butter have been 
found on analysis to be genuine and I am having further 
samples examined bacteriologically, 


MEDICAL NEWS 


Society of Apothecaries of London. 


At recent examinations the following candidates were 
successful in the undermentioned subjects : 
_Surgery.—T. F. Davies, Guy’s Hosp. ; O. L. M 
Univ. Coll. Hosp.; C. F. Vieyra, st. Mary’s Ho 
V. M. White, London Hosp. ‘ 

Medicine.—T F. Davies, Guy’s Hosp.; B. N. Halder, Univ. 
of Durham ; and T. L. O’C. Ryan, Univ. of Edinburgh. 

Forensic Medicine.—G, 1. Benjamin, Madras Medical Coll. : 
A. N. Coondoo, Calcutta Medical Coll. and Univ. of Durham : 
T. F. Davies, Guy’s Hosp.; B. N. Halder, Univ. 
Durham; A. E. Mathews, St. Mary’s Hosp.; S. Ramarao, 
London Hosp. ; L. B. Reeves, King’s Coll. Hosp. ; D. N. Ryalls, 
Univ. of Sheffield ; H. W. Toussaint, St. Mary’s Hosp.: and 
M. R. Tuteur-Samuel, Universities of Freiburg and Manchester. 

Vidwifery.-M. Belo-Zercovsky, London Hosp.: T £ 
Davies, Guy’s Hosp.; W. B. Mattar, St. Mary’s Hosp. : T. L. 
O’C, Ryan, Univ. of Edinburgh ; M,. R. Tuteur-Samuel!, Univer- 
sities of Freiburg and Manchester; and ©. F, Williamson, 
Univ. of Birmingham. 

The following candidates having completed the Final Examina- 
tion, have been granted the diploma of the Society entitling them 
to practise Medicine, Surgery, and Midwifery :—G. 1. Benjamin, 
T. F. Davies, and A. E. Mathews. 


“P.; and 


Society of Medical Officers of Health. 

Fever Hospitals Medical Service Group.—At the annual 
meeting of this group, at 1, Upper Montague-street, London, 
W.C., on Friday, June 12th, at 3.15 P.M., a paper on State 
Control of Therapeutic Substances will be read by Mr. 
Percival Hartley, D.Sc., of the Standards Division, National 
Institute for Medical Research. Visitors are invited. 


Hunterian Society of London. 

The Society’s Medal.—The next award of this medal will 
be made in 1932, and is open for competition to all general 
practitioners of Great Britain, Ireland, and the Channel 
Islands. The medal will be given for the best essay on some 
medical subject chosen by the writers, and essays must 
reach the hon. secretaries on or before Dec. 31st, 1931. 
The president and council have decided that the medal 
shall be of gold and not of silver as heretofore. The rules 
governing the award may be obtained on application to the 
secretaries, Dr. D. C. Norris, 14, City-road, Finsbury-square, 
London, E.C,1, and Mr. Andrew McAllister, 74, Wimpole- 
street, W. 1. 

Local Government Medical Officers. 

The annual meeting of the Association of Local Govern- 
ment Medical Officers of England and Wales (formerly 
the Poor Law Medical Officers’ Association) will be held 
on Thursday, June 11th, at 6 P.M., at the Holborn Restaurant 
with Sir Arthur Newsholme, the President,in the chair. It 
will be followed by an informal dinner at 6.30 p.m. Any 
local government medical officer who wishes to be present 
should inform Mr. Frank Greenwood (the hon. treasurer), 
Bank Chambers, 150, High-street, Stoke Newington, 
London, N. 16. 


Australian and New Zealand Medical Association 
in England. 

The summer dinner of this association will be held at 
the Trocadero Restaurant, Piccadilly-circus, on Friday, 
June 12th, at 7.45 p.m. for 8 pM. Mr. T. P. Dunhill will 
preside, and Dr. F. N. Kay Menzies will be present as the 
official guest of the association. All medical visitors from 
Australia and New Zealand, whether members of the asso- 
ciation or not, are invited to be present. The hon. secre- 
taries, Mr. E. T. C. Milligan and Mr. Philip Jory, may be 
addressed at 26, Queen Anne-street, W.1. 

Medical Tour in France. 

The twenty-fourth Voyage d'Etudes Médicales to the 
watering-places of France will take place this year in the 
western Pyrenees in the second and third week of September, 
under the leadership of Prof. Paul Carnot and Prof. Maurice 
Villaret. The party will assemble on Sept. 8th at Capvern. 
The principal places to be visited are Bagnéres-de-Bigorre, 
Gavarnie, Cauterets, Lourdes, Argelés, Pau, St. Jean-de-Luz, 
Biarritz, Hossegor, Dax, Arcachon, Bordeaux (Faculty of 
Medicine and the Hospital), continuing along the coast to 
Royan where the tours ends on Sept. 20th. Further 
information may be had from Madame Juppé-Blaise, Federa- 
tion of the Health Resorts of France, Tavistock House 
(North), Tavistock-square, London, W.C.1, 


aitthews, 
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SOCIETIES. 


ROYAL SOCLETY OF MEDICINE, 1, Wimpole-street, W. 
TuUrSDAY, June 9th.—8.30 P.M., DISEASE IN CHILDREN, 
Paper. Prof. A. Calmette (Paris): B.C.G, Lmmunisation 
of Infants. EPIDEMIOLOGY AND STATE MEDICINE. 


MEDICINE. PATHOLOGY, Members of these Sectiqns 
ire specially invited to attend. A luncheon will be 
held in honour of Prof. Calmette at the Café Royal, 
Regent-street, London, W, at 1.15 P.M. Application 


-hould be made to Dr. A. G,. Maitland-Jones, at 
Wimpole-street, W. 

W EDNESDAY.—SURGERY, Annual Provincial Meeting at the 
Manchester Royal Infirmary. Operating sessions, 
1.50 PpM., Tea. 4.45 P.M., Cases and Specimens will be 
shown. 

FRIDAY.—5P.M., OPHTHALMOLOGY, Annual General Meeting. 
Election of Officers and Council. 

HARVEIAN SOCIETY OF LONDON, 

PHCURSDAY, June lith.—3 pP.M., (at St. Bartholomew's 
Hospital), Centenary Celebrations. Oration by Dr. 
Raymond Crawfurd on the Place of Medical Societies 
in the Progress of Medicine. 

PADDINGTON MEDICAL SOCIETY. 

TURSDAY, June 9th.—9 P.M., (at the Great Western Royal 
Hotel, Paddington), Dr. G. de Swietochowski : Medical 
Ideals and Practice. 

MEDICAL SOCTETY OF INDIVIDUAL PSYCHOLOGY, 
11. Chandos-street, W. 

PHurspay, June lith.—8.30 P.M., Diseussion on the 
Treatment of Sexual Impotence by the Methods of 
Individual Psychology. 

SOCIETY OF MEDICAL OFFICERS OF HEALTH, 1, Upper 
Montagtu-street, WoC. 


FRIDAY, June 12th.— 3.15 p.mM., Annual meeting of Fever 
Hospitals Medical Service Group. Mr. Percival 
Hartley, D.se.: State Control of Therapeutic Sub- 


-tances. 


RESEARCH DEFENCE SOCIETY, 11, Chandos-street, W. 


WEDNESDAY, June 10th. 3.30 p.M., Annual General Meeting. 
Dr. H. H. Dale, F.R.S.: Effect of Research on Curative 
Medicine. (Paget Memorial Lecture. 


OPTICAL SOCIETY. 
Porverspay, June 11ith.—S8 P.M. (at the Imperial College of 
ience and Technology, Imperial Institute-road, 
south Kensington, S.W.), Sir John H. Parsons, 
F.R.S.: Young’s Theory of Colour Vision. (Thomas 
Young Oration. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, 3.W., 
Tuespay, June 9th.— 5 Pp.M., Prof. M. J. Stewart: Pre- 
cancerous Lesions of the Alimentary Tract. (Second 
Croonian Lecture.) 
THURSDAY.— 5 P.M., Prof. Stewart. (Last Croonian Lecture.) 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCTATION, 1, Wimpole-street, W. 
Monpay, June &th, to SaTurDAY, June 13th.—MEDICcCAL 
“OCIETY OF LONDON, 11, Chandos-street, Cavendish- 
<quare. M.R.C.P. special evening lectures at 8.30 P.M, 


Pues., Dr. R. A. Young: Empyema and its Treatment. 
Fri.. Dr. Bb. TT. Parsons-Smith: Cardiovascular 
~vphilis._-MoUuNT VERNON HospiTaL, Northwood 


by train from Baker-street, Metropolitan, or “ Rick- 
insworth ”’ bus leaving Oxford-circus at 1 P.M.), 
Mon., Demonstration on fadium by Mr. Duncan 


Fitzwilliams at 2 P.M. No fee.—-CENTRAL LONDON 
PHROAT, NOSE AND Ear HosprraL, Gray’s Inn-road, 
lues., Demonstration on Throat, Nose, and Ear 


Cases by Mr. Lowndes Yates at ay * No fee. 

(CHELSEA HosPITAL FOR WOMEN, Arthur-street, S.W. 
special Course in Gynecology. Mornings and or after- 
noons.— HOsPITAL FOR DISEASES OF THE SKIN, Black- 


ars-road, S.E. Afternoon course. Tickets from the 
Fellowship of Medicine ROYAL FREE HoOsprraL, 
Girav’s Inn-road, W.C. Fri... 5 P.M., Demonstration. 
\ntenatal Treatment and Diagnosis Further parti- 


ars from the Fellowship of Medicine. 
CHARING CROSS HOSPITAL MEDICAL SCHOOL POST- 
GRADUATE COURSE. 

SUNDAY, June 7th.—10.45 a.m., Mr. L. G. Brown: Post« 
perative Treatment of Mastoidectomy. 11.45 A.M. 
Dr. C.K. J. Hamilton: Some Common Disorders of the 
Newly Born. 

WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

Monpay, June &8th.—10 a.mM., Gynecological Ward Visit, 
Genito-Urinary Operations, Skin Department. 11 A.M., 
Surgical Ward Visit. 2 P.M., Surgical Ward Visit. 
Medical, Surgical, Eve, Gynecological Out-patients. 

TUFESDAY.—9.30 A.M., Operations. 10 A.M., Medical Ward 
Visit, Dental Department. 11 A.M., Throat Operations, 
11.30 a.M., Surgical Clinical Demonstrations. 2 P.M., 
Medical, Surgical, Throat Out-patients, Operations, 
Medical Ward Visit. 

WEDNESDAY.—10 A.M., Medical Ward Visit, Children’s 
Medical Out-patients. 2 P.M., Medical, Surgical, and 
Eve Out-patients, Gynecological Operations. 4.45 P.M., 
Venereal Diseases. 

THURSDAY.—10 A.M., Neurological Department. 11.30 A.M., 
Treatment of Fractures. 2 p.M., Medical, Surgical, 
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and Eye Out-patients, Genito-Urinary Department 
Operations. 
FRIDAY.—10 A.M., Medical Ward Visit, Skin and Dental 


Departments. 12 noon, Medical Lecture. 2 P.M 
Medical, Surgical, and Throat Out-patients, Opera- 
tions. 

SATURDAY,.—9 Aa.M., Throat Operations. 10 a.m... Medical 


Ward Visit, Surgical and Children’s Medical Out- 
patients, 
NATIONAL HOSPITAL, Queen-square, W. 
MONDAY, June &th 12 noon, Dr. Greenfield The 


Cerebro 
spinal Fluid, 2 pP.M., Dr. Riddoch : Out-patient Cli 
3.30 PLM., Dr Symonds Acute Encephaliti and 
Encephalomyelitis 

TUESDAY,—2 P.M., Dr. Walshe : Out-patient Clini 
1.30 PM., Dr. Adie: Retrobulbar Neuritis 

WEDNESDAY.—2 P.M., Dr. Martin: Out-patient Clini 

PHURSDAY.—2 P.M., Dr. Kinnier Wilson: Out-patient 
Clinie. 3.30 p.M., Dr. Walshe : Cerebral Tumours (2). 

FRIDAY 2 p.M., Dr. Adie: Out-patient Clinic. 3.30 P.M., 


Dr. Carmichael: Birth Palsies 
LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE, Keppel-street, Gower-street, W.4 


PUESDAY, June 9th.—5 P.M., Sir George Buchanan: Inter 
national Hygiene. 

VEDNESDAY, > PpM., Mr. A T. Pike: Town Planning. 

FRIDAY >» P.M. Sir Thomas Legge: Industrial Poisonings 


INSTITUTE OF PATHOLOGY AND RESEARCH, 8&t 
Mary’s Hospital, W. 

TUESDAY, June 9th >» P.M., Prof. J. S. Haldane: The 

Problems of Silicosis. 
cCITy OF} LONDON MATERNITY HOSPITAL, Cits 
road, E.C, 

THURSDAY, June l1ith.—5 p.mM., Mr. Arnold Walker 
The Importance and Treatment of Hemorrhages it 
Pregnancy. 

ROYAL NORTHERN HOSPITAL, Holloway-road, N. 

TUESDAY, June 9th 3.15 p.M.. Mr. MeNeill Love: The 
Differential Diagnosis of Abdominal Emergencies. 

SOUTH-WEST LONDON POST-GRADUATE ASSOCTA 
TION, St. James’s Hospital, Ouseleyv-road, Balham, S.W. 

WEDNESDAY, June 10th. ${eem., Dr. C. E. Lakin: Demon- 
stration of Medical Cases. 

CENTRAL LONDON THROAT, NOSE AND EAR HOS 
PITAL, Gray's Inn-road, W.C, 
FRIDAY, June 12th i p.m., Mr. W. A. Mill: Ag 


¢ 


ute 
Suppuration in the Middle Ear. 
UNIVERSITY OF BIRMINGHAM, 
TUESDAY, June 9th.—-3.30 P.M. (at the General Hospital 
Prof. Wynn: Chronie Lung Disease. 
WEDNESDAY.—4 P.M. (in the Large Theatre of the Medical 
Faculty, Edmund-street), Sir Hubert Bond: Some 
Correlations between General and Psychological 
Medicine. (Third lecture.) 
FRIDAY (at the Queen’s Hospital).—3.30 p.m., Mr. Douglas 


Marsh: The Significance of Hoarseness 


Appointments 


Rycrortr, B. W., M.D., Ch.B. St. And., has been appointed 
Honorary Ophthalmic Surgeon to East Ham Memori 
Hospital. 


Births, Marriages, and Deaths 


BIRTHS. 





CROWE.—On May 30th, at Beech House, Headingley. Leed 
the wife of W. Nigel Crowe, M.B.. B.S.. of a son. 
HORS! ALL.— On May 30th, at Shempston, Cheam, the wife of 


Dr. T. M. M. Horsfall, of a son. 

McFADYEAN On May 24th, at Herne Hill, the wife of Kennet! 
McFadyean, M.R.C.S., of a daughter. 

McK ENDRICK.—-On May 27th, at Blackwood, Mon., the wife 
William MeKendrick, M.B., Ch.B., of a sor 

PAYNE.—On May 2Ist, at Sussex Lodge. Colchester, the wife of 
Dr. W. F. Payne, of a son. 


MARRIAGES. 


TAYVLOR-JONES—CORBETT On May 27th, at St. Paul's, Herne 


Hill, Thomas Henry Edward Taylor-Jones, M.-R.C.S 
L.R.C.P., to Dorothy Amy Corbett, of Knowl 
VERNON-—WOLFENDEN On May 30th, at St. Marv’s Church, 


Netherbury, Dorset, James Anthony Vernon, M.R.C... 
L.R.C.P., to Eileen Mary, only daughter of the Rector of 
Netherbury and Mrs. Wolfendet 
N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages and Deaths. 


CENTRAL ASSOCIATION FOR MENTAL WELFARE, 
A course for officers of local authorities and local asso 
ciations for mental welfare engaged in the ascertainment 
and supervision of defectives will be held in London from 
August 2%th to Sept. 19th. It will be supplemented, 
where desired, by a week’s practical experience under a 
trained worker in the provinces. Particulars may be had 
from the hon. secretary of the association at 24, Buckingham 
Palace-road, London, S.W, 1. 
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THE NATIONAL COUNCIL FOR MENTAL 
HYGIENE. 


THE second biennial conference of this council 
was held at the Central Hall, Westminster, from 
May 27th to 29th. The chair at the first session was 
taken by Miss SUSAN LAWRENCE, M.P., and the subject 
of discussion was 


The Human Factor in International Problems. 


Dr. J. R. Lorp defined the human factor as the 
play of moral sentiments and higher emotional 
reactions, the exercise of habitual self-control and the 
possession of the cardinal virtues ; that which made 
a man recognise his obligations to his fellow-men, and 
realise that reason and self-control were as necessary 
for his own sake as to avoid injury to others. The 
biological mission of mental hygiene was to curb 
or modify those factors in man’s nature which were 
racial survivals of the time when he had not developed 
the higher social sense. War undoubtedly had an 
immoral, psychopathic origin, and one of the first 
functions of mental hygiene was to prevent war. 
He would suggest three slogans for the movement. 
The first was ‘to think internationally.”” Mental 
hygiene was international in that it was a necessity 
to all men, and, successfully planted in the home, it 
spread thence to dominate the psychology of mul- 
titudes. The reign of peace throughout the world 
depended on the cultivation of mental hygiene. A 
healthy national mentality did not look for war. 
To raise the level of activity and knowledge of mental 
hygiene throughout the world was the soundest 
way of establishing good feeling among the nations. 
The second slogan was * the necessity to disarm the 
mind.” At critical moments of international under- 


standing the reason and intellect must not fail. 
Happiness depended absolutely on the ability of 
people to feel normally, think rationally, and act 
properly. The discontent of the masses was an 


expression of the grave tension which existed between 
subjective needs and the outward possibility of 
satisfaction. The best outlet was culture, which 
ought not to lag painfully in the train of economics 
and industrialism, but should have the first place in 


the ordering of daily life. The aim should be to 
control not only nature, but human nature. Old 
conventions, customs, and values would need to be 
challenged ; moral codes would need to be recast 


and positive elements supplemented ; the emotions 
and their significance in behaviour would need to have 
an equal place in education with that devoted to the 
intellect. Mental hygiene had a great mission in 
eliminating emotionally driven handicaps to the 
exercise of conciliation, reason, and common sense, 
The third slogan was “ fidelity to truth and duty.” 
Mental hygiene must direct its efforts to dealing 
effectually with the emotionally unbalanced or 
criminally disposed section of the public, which was a 
source of danger to both national and international 
peace, 


THE “* INTERNATIONAL MILIEU.” 


Prof. A. ZIMMERN said that internationalism was 
inseparably connected in most people’s mind with 
peace ; the naturalinference was that the international 
milieu was a sphere from which strife, conflict, and 
maladjustment had been banished and in which 
harmony prevailed. Asa matter of fact, international 
relationships were for the great majority of people 
not normal but abnormal. Very rare were those 


who could lead a normal life, unconscious of malaise 
and maladjustment, in an international community. 
The very abnormality of the international milieu 
tended to deter the mentally healthy from associating 
it, and the 


with field was occupied by those who 
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were not normal anywhere, and therefore felt more 
assurance, and passed muster more easily, in sur- 


roundings where nobody was quite himself. Thus the 
idyllic paradise of romantic sentiment, seen from the 
inside, revealed many of the characteristics of the 
sanatorium, There was no such thing as an inter- 
national society or an internation] community. 
A national gathering was a real society ; an inter- 
national one was a mere collection of individuals who 
found themselves in the same room and contrived 
to pass the time without impinging on one another's 
angles. The expedients resorted to by resourceful 
hosts in such circumstances were generally based on 
appealing to the greatest common measure of the 
gathering. The greater the diversity, the more 
primitive would be the level at which the common 


measure would be found. Thus a gathering of 
all the nations might find itself submitted to an 
atmosphere recalling the forced  geniality of a 
“pleasant Sunday afternoon.” It followed that 


international public opinion was equally non-existent. 
The individuals who composed the international 
milieu continued in their new surroundings to maintain 
their habitual attitudes, and their natural instinct 
was to emphasise rather than diminish their national- 
mindedness. To hold one’s own in the international 
milieu, to give a lead to opinion there, needed more 
than a small measure of the divine spark. An 
important consequence of the absence of international 
public opinion was a relaxation of social control. 
\s an instalment of the millennium the League of 
Nations was bound to cause disillusionment. It was 
not an ideal, but a reality, and was the reverse of 
romantic, One of its greatest services was in bridging 
the gulf between romance and reality which had 
hitherto so greatly impeded the sober discussion of 
international problems. 
THE NEED FOR AN INTERNATIONAL CULTURE. 

Mrs. NEVILLE ROLFE pleaded for the reinterpreta- 
tion of religions, International progress seemed 
to be based on a common recognition by different 
people of similar moral and social values based on 
sufficiently strong emotional and intellectual sanctions, 
This had applied in the Greek city states and the 


Roman Empire and to a lesser extent in the Holy 
Roman Empire, but, in the main, international 
agreements before the nineteenth century had been 


based on * the tie of common funk,” and had shown 


very little cognisance of matters concerning the 
welfare of the general population. A survey of 
the subjects on which international agreement had 
been reached before the late war and of the records 


of the League of Nations showed that coOperation 
could first be obtained between divergent peoples on 
matters that concerned the fundamental principal 
human instincts, that social progress depended on a 
common sense of social values. and that social values 
were intimately bound up with the religious and 
ethical outlook of a people. The conventions on 
traffic in women and on slavery had been ratified by 
all those countries where individual liberty had 
a social value, but in a matter like obscene publications 
differing social values immediately raised a difficulty. 
In China it was indecent to kiss ; the natural nudity of 
Africa could be obscene in Europe 4 the deratisation 
of aship would involve a Hindu in grave sin on account 
of his abhorrence to taking life. For real international 
progress there must be an international culture. The 
current values accepted by the followers of the four 
main religions differed profoundly, but few people 
realised how continually and how considerably religious 
tenets had been and were being reinterpreted in the 
light of increasing scientific knowledge. To develop 
an international culture, therefore, the first step 
was a wider diffusion of modern science, particularly 
biological science. 
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At the next session the chair was taken 


HUBERT BOND, and the subject was 


by Sir 


The Human Factor in Crime. 


Mr. C. C. ROBERTS, of the Howard League, said that 
crime had no single source, that there was no natural 
will to crime, and that every evil had a cause. Society 
was at last beginning to realise that the responsibility 
for its criminal classes rested on itself, that no criminal 
was impossible to treat, and that pure punishment was 
of little value. He suggested that prisons should be 
run on the assumption that each criminal was a case 
requiring individual treatment and different medicine 
to effect acure, There should be a progressive form of 
imprisonment, giving him back more and more of his 
lost independence and leading him back to everyday 
life. 

Dr. W. A. Ports said that the crime itself was often 
of little importance compared with the human factor. 
Sometimes the cause was a disorder of physical health, 
but it was more often a disorder of the mind. To put 
a mental defective on probation was no help to himself 
and might be dangerous to the community and put 
an unfair burden on the probation officer. The aim 
of the magistrate should be to find out what made 
the offender act as he did; not what could be done to 
him but what could be done for him. The cause could 
not be found out by an interrogation in court. Before 
inflicting punishment the authority must be certain 
that the case was a suitable one for punishment, 
that the offender understood why he was being 
punished, and that he had not already been punished 
enough before coming to court. To elucidate the 
human factor in crime, study must be made of the 
parents, the home, the school, the means of recreation, 
the life’s work, and the offender himself and his 
reaction to these factors, 

Mr. H. FE, NORMAN (Secretary, National Association 
of Probation Officers) said that crime, although anti- 
social, was not necessarily anti-human ; it was rather 
the effort of the individual to find expression for his 
human desires without proper regard for the interests 
of seciety. In attempts to control crime the com- 
munity was apt to forget the potency of the human 
egoism which constituted its driving power. It 
was doubtful whether the stifling of the ego by an 
overbearing will of greater power could ever fall within 
the area of mental health. In the old days the only 
object of treating crime was to protect the com- 
munity, but now, when society desired to ensure by 
every reasonable means that the delinquent should be 
converted to normal standards of behaviour, it was 
doubtful whether the retaliative penal system could 


ever be satisfactory. The first rational step was to 
study each individual offender's point of view, and 
this demanded patient and_= skilled’ investigation 


Which should be conducted without close association 
with punitive treatment. Since the anti-social 
character of crime was closely associated with intense 
emotions, the simplest and most effective channel 
for reformation was through those same emotions 
where the hurt had first begun. Skilled exploitation 
of the human factor of the individual delinquent 
was irresistible, economical and practicable, but it 
called for very skilful training of the social worker, 
the services of the medical psychologist were 
too expensive as a routine treatment. The probation 
system offered a framework for such an organisation 
and for the only practicable method of reformative 
treatment of crime. 


since 


At the next meeting the subject for discussion was 
“The Human Factor in Industry.” The chair was 
taken by Sir Harry Goschen, and the speakers were 
\ir-Vice-Marshal Sir David Munio, Mr C. J. Bond, 
Mr. W. H. M. Jackson, and Miss F. A. F. Livingstone. 


took the at the 
The Human Factor in the Social Services. 


Dr. H. CRICHTON-MILLER said that all human rela- 
tions were conditioned by hereditary factors, and that 
without a eugenic ideal any programme of improve- 
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ment was necessarily of limited scope. If a child 
had inherited a difficulty of adjustment it was im- 
portant to make his process of education not more 


difficult but more easy. The excellent process of 
“ hardening’ must be adapted to the individual 
child’s capacity of response and assimilation. One 


of the chief curses of civilisation was standardised 
education for the child of insufficient educability. 
The principals of schools would be well advised to 
examine not only the candidate but also the parents, 
In the modern mechanised community there was more 
need than ever before for the careful selection of the 


worker in relation to the work. There was ample 
and incessant evidence that Western civilisation 
was making a very limited success of monogamy. 


Marital discord, which had hitherto been concealed 
owing to pressure of religion, authority, and publi 
opinion, was now being made manifest. The tremen- 
dous increase in the transmission of ideas meant that 
human personality was being devaluated in relation 
to social existence. Civilised man was becoming 
a creature of second-hand ideas, dictated opinions and 
preformed judgments. He had less freedom of 
thought than he had had for many generations. 
Modern education was not succeeding in neutralising 
the detrimental effects of civilisation, Thus there 
was a great call for better education in all human 
activities : vocation, marriage, and social relation- 
ships. 

Dr. ISABEL WILSON discussed 
motives of the social worker. 


the underlying 
lle was often, she said, 


quite consciously motivated by the desire to save 
others what he himself had suffered. Others might be 
quite unconscious of this identification. The value 


of work based on identification was its single-hearted 
earnestness, and the danger was its narrowness and 
disregard of other claims. <A certain type of worker 
went on unsparingly and unceasingly because he was 
afraid to stop; long, idle holiday was the cure. 
The sense of inadequacy or of guilt might link the 
worker's mental conflict with his work. A certain 
type of sve ial work was done in order to give a com- 
fortable feeling of usefulness or charitableness to one 
aware of being otherwise purposeless or uncharitable. 
The work might he good, but so) long as it soothed a 
man’s conscience he was unlikely to deal faithfully 
with the rest of his life. Another personal tendency 
was that of seeking self-glorification through work. 
These motives should always be taken into account, 
in order that the worker might make the best of 
himself, and the organiser might realise the great 
stores of energy available in deep-lving motives. The 
slow progress of international social service depended 
on certain personal factors: the limitation of human 
experience and of human intelligence and the stability 
of racial type. 

Miss CAMILLA WEDGEWoOoD urged the value of 
traditions in guiding social progress, provided that 
they were not allowed to act as an insurmountable 


barrier in the path of social evolution. They were a 
check on violent changes, and a unifying factor. 
Traditions differed from history in being idyllis 


conceptions of the past and giving a sense of dignity 
to a people. They were thus a powerful factor in 
preserving social cohesion and building up and fortify- 
ing the conscience and self-respect of the individual. 


The final session, under the chairmanship of 
PERC Y Ni NN. Was devoted toa discussion ol 


ed | 


in Education. 


said that the new indi- 
viduality made itself felt at every step, especially 
in the claim of the new generation for its right to 
personal experience. Education strove nowadays, 
not so much to hand on the common culture of the 
social group to all children, as to bring to its realisation 
of expressive creativeness that which was individual 
and unique in the child. The all-important factor 
in education was the dynamic flow, and the measure 
of concentration of diffusion of the conscious dynamism 
was the measure of the individual itself. Psychology 
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discovered the individual ; education had to educate it 
by applying the new psychological ideas. There was 
no need to be afraid of individualism. The education 
of the concentrated self could not be unsocial, for that 
self had been at all times the creator of all social 
relations and values, and was the creator of still more 
universal relations and values in the present. In 
educating the individual child we educated that which 
was universal, 

Sir BENJAMIN GOTT said that the human factors ina 
child’s education should teach the child: (1) that he 
must live and earn his living ; (2) how to get the best out 
of life and use leisure to the best advantage ; (3) how to 
maintain a healthy body ; and (4) the responsibility of 
democratic government. Teachers and parents should 
see more of each other, and boys and girls should be 
taught together. The teachers should be carefully 
selected and should then be allowed plenty of 
freedom to deal with the child’s special abilities and 
predilections. 

Dr. F. C, SHRUBSALL said that much depended on 
the human factor in education. The seeds of many 
ills were sown by human agencies in the first years. 
The human element began with the child itself, whose 
inborn mental and physical traits were the fundamental 
datum line. A knowledge of the possibilities of the 
inherited pattern would be helpful to the teacher as 
well as to the psychotherapist. The child learned 
by suggestion, and was more affected by the feelings 
of those around him—as expressed in their actions 
and attitudes—than by their words. While uniform 
treatment, whether good or bad, could produce good 
results, changeability undermined the character before 
it was formed. The best form of punishment was 
to allow the child to suffer the inevitable and suitable 
consequences of itsfault. The child learned most from 
contact with fellows of about his own age, and the 
only child among grown-ups therefore suffered great 
disadvantages. 





AN IMPOSTOR. 

LETTERS of a begging character are being sent out 
from an address in Dublin to prominent persons, 
claiming assistance on the ground of the writer 
being a doctor and suffering from a war injury, 
both of which statements are false. 


v 


Vacancies 


For further information refer to the advertisement columns. 


fherdeen Royal Hospital for Sick Children. Hon. Medical 
Officer. 

Accrington Victoria Hospital.—Hon. Anesthetist. Also H.S. 
£150. 

ilbert Dock Hospital, Connaught-road, E.—Res. M.O. At rate 
of £110 

ill Saints’ ‘Hospital, 91, Finchley-road, N.W.—H.S. At rate 

of £1 

Barnsley, Beckett Hospital and Dispensary.—Res. Surg. 0. £300. 

Birmingham Ear and Throat Hospital, Edmund-street.—H.S. 
At rate of £150. 

Birmingham and Midland Eye Hospital.—Res. Surg. O. £150. 

Blackburn, Royal Infirmary.—itth H.S. £150. 

Bolingbroke Hospital, Wandsworth Common, S.W,.—Hon. 
Physician for Diseases of Children. 

Bootle General Hospital.—H.P. At rate of £150. 

Brighton, Hove and Preston Dispensary.— Dist. M.O. Also Hon. 


Phys. for Ditchling Road Dispensary. 

Brighton, Royal Susser County Hospital.—Cas. H.S. £120. 

Bury St. Edmunds, West Suffolk Hospital.—Locum Asst. for 
Path. Laby. 

Cancer Hospital, Fulham-road, S.W.—H.S. At rate of £100. 

Canterbury, Kent and Canterbury Hospital.—H.P. and H.S. 
Each at rate of £125 

Chesterfield and North Derbyshire Royal Hospital.—Cas. O. At 
rate of £200. 

Connaught Hospital, Walthamstow, E.—Res. H.P. At rate of 
£100. 

Derby, Derbyshire Hospital for Sick Children.—Res. H.S. and 

es. H.P. At rate of £150 and £130 respectively. 

Derby, Derbyshire Royal Infirmary.—Ophth. H.S. Also Cas. O. 
Each at rate of £150. 

Doncaster Royal Infirmary.—H.S. At rate of £175. 

Dorset C.C. Education Committee.—School Dentist. £450. 

Dreadnought Hospital, Greenwich.—H.P. and H.S. Each at 
rate of £110. 

Durham, County Council.—District Tuber. M.O. £500. 

Durham County Council and Chester-le-Street U.D.C.—District 


Tuber. M.O, and M.O.H. £800. 
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Exeter, Royal Devon and Exeter , Hospital. —Res. Sen. H.S. £250. 
Also Res. H.S. and H.S.to Spec. Depts. Each at rate of £150. 

Gloucester, Glouce stershire Royal Infirmary, H.S. At 


rate of £120. 
Hampstead General and NW. London Hospital, Haverstock-hill. 
NU H.Ss. and H.P. Each at rate of €100. 
Hospital ‘for Sick Children, Great Ormond-street. 
time Jun. Cas. O. At rate of £150. 
Hospital for Tropical Diseases, Endsleigh-gardens, 
At rate of £150. 
Hove Hospital, Sacke ille- 
Hull Royal Infirmary. 
Ilford Borough.—Asst. 
Indian Medical Service.—Commissions. 
Inverness, Royal Northern Infirmary,.—H.P. 
Ipswich, East Suffolk = Ipswich Hospital.— 
King’s Lynn, West vores and King’s 
[.5. At rate of £12: 
Lancaster Royal Infirmary. —Jen, H.S. 
Leeds, Gateforth Sanatorium.—Res. M.O. £450. 
Leeds’ Herzl Moser Hospital, Leopold- street. R.M.O 
Leeds Hospital for Women.—H.S. At rate of £50. 
Leeds, St. James's Hospital. H.P. and &., At rate of 
Liverpool Psychotherapeutic Clinic, Bed ford-street N 
Part-time Med. Reg. £150. 
London, Female Lock Hospital, 283 
at rate of £150. 
London University. 
Vanchester Babies’ Hospital, Burnage-lane, Lerenshulme. Sen. 
and Jun. M.O.’s. At rate of £125 and £50 respectively. 
Manchester Ear Hospital, Grosvenor-sq., All Saints.—H £150. 
Manchester, Royal Children’s Hospital.—Sen. M.O. Out- 
patients’ Dept. £300. 
Vaudsley Hospital, Denmark Hill, S.E. 
Viddleser C.C., Redhill Hospital, Edgware, and 
Hospital, Willesden.—? Res. Asst. M.O.’ E 
Miller General Hospital, Greenwich, S.E.—H. P. 
at rate of £125. Also Out-patient Officer. 
National Hospital for Diseases of the Nervous System, 
square, W.C.—Hon. Asst. Radiologist. 
Newcastle-on-Tyne, Royal Victoria Infirmary. 
Regs. Each £150. 
Newport, Mon., Royal Gwent Hospital. 
Nottingham City Infirmary.—Ath Res. M.O. 
Nottingham General Hospital.—Cas. O. At rate of £2 
Oldham Royal Infirmary.—H.P. and Cas. O. ach at 
£175. 
Oswestry, Shropshire Orthopedic 
Surgical Home.—H.s. At 
Plymouth, South Deron and 
Pathologist. £650. 
Poole, Dorset, Cornelia and East Dorset Hospital. 
. peedic Sure. 
Princess “a> 


1N.C’.—Part- 


W.C.—H.P. 


-road Res. 
3rd H.S. At rate 
M.O.H. £600, 


M.O, £150. 
of £150, 


At rate 
as. O. 4 
/ 


Lynn Hospi 


of £100, 
120, 
al,—Jun. 
£130. 

£100, 


£700), 
56, orth. 


, Harrow-road, W.—H.S. 


Examinerships. 


tes. 


for 


M.0O. £650. 
Park Royal 
ich £400. 
and H.s. 

At rate 


Sen. Asst. 


Each 
of £150. 
Queen- 


Two Ji 


1. Surg. 


Jun. £135- 





Th 
rate of 
Hospital 
rate of £200, 
East Cornirall 


Hunt 


and iqnes 
FHospit Asst. 


Hon. Ortho- 


Kensington Hospital for Children, St. Quintin- 
avenue, North Kensington, W.—H.S. At rate of £100. 
Queen Charlotte’s Maternity Hospital, Varylebone-road, NW. 

Res. Anesthetist. At rate of £100. 
Queen’s Hospital for Children, Hackney-road, F.—Res. M.O. 
At rate of £200, 
Rhondda t’.D.C’.—Temporary Asst. M.0.,&¢, £500 
Rotherham Hoapital.—Cas.H.S. £150. AlsoSen. H.S. £200. 
Royal Free Hospital, Eastman Dental Clinic, Gray's Inn-road, 


rC. Xe H.S 
Royal National Orthopedic Hospital, 234, Gt. Portland-st re 
Asst. Reg. Surg. for Country Brapch, Stanmore. 
Royal Northern Hospital. Holloway, N } At rate 
St. Mary's Hospital, Institute of F ~athologu and Reser 
ton, W.—Research Studentship. At rate of 
St, Pete Ag Hospital for Stone, dc., Henrietta-street, ¢ 





of £70. 
rch, Padding- 


£700 


rent Garden, 


W.C.—Clin. Assts ; 

Salford = Hospital.—H.P. and H.S. Each at rate of £125 

Scunthorpe — District War Memorial Hospital.—2nd Res. 
Surg. £1 

Sheffield C hildren’ 8 Hospital.—H.P. and Third Res. M.O. At 
rate of £100 and £80 respectively. 

Sheffield, Jessop Hospital for Women.—Three Asst. H.S.’s. 
Each at rate of £100. 

Sheffield Royal Infirmary. H.S., Ophth. H.sS., Asst. Aural and 
Ophth. H.S Each at rate of £80. 

Southampton ( ‘ounty Borough.—M.0O. H. &e. £1250. 


Royal South 
H.S.’ 


Hants and Southampton Hospital.— 
All at rate 


Southampton, 


Res. H.P. and 2 8. of £180. 

Stockport Infirmary.—H.S. £175. 

Stoke-on-Trent, Longton Hospital.—H.S. £120. 

Swansea General and Eye Hospital.—H.P. £150, 

Surrey County Council.—Asst. M.O. £600, 

Warwick County Mental Hospital, Hatton.—2nd Asst. MO, £450. 

Western Ophthalmic Hospital, Marylebone-road, Nj .—Jun. 
Non-Res. H.S. At rate of £100. 

West London Hospital, Hammersmith-road, W.—H.P. and two 
H.S.’s. All at rate of a 

Willesden General Hospital, N.W.—Hon, Clin. Asst. to Surgical 


Out-patient Dept. 
Windermere, Ethel Hedley Orthopedic 
Children.—Res. H.S. £150. 


Hospital for Crippled 


Woking and District, Victoria Hospital.—Res. M.O. At rate 
of £100, 

Woolwich and District War Memorial Hospital, Shooters Hill, 
S.E.—H.P. At rate of £100. 

York, The Retreat.—Sen. Asst. M.O. £400-£500. 

Loxnpon CuinicaL Socrery.—-The sixth annual 
Macalister lecture of this society will be delivered at the 
London Temperance Hospital on Tuesday, June 16th, at 
0 p.M.. by Major Richard Rigg. whose subject will be 
Medicine and the City Guilds. All medical practitioners 





Essex Administrative County.—Asst. County M.O.H. 





£500-—£600, 





are invited and may bring friends. 








